The College of Dietitians of Ontario is dedicated to public protection. We regulate and support
Registered Dietitians for the enhancement of safe, ethical and competent nutrition services in diverse
practice environments.

COUNCIL MEETING AGENDA

March 23, 2018 (9:30 am – 4:00 pm)
5775 Yonge Street, Main Floor Conference Room
Item & Discussion

ACTION

1.0 Call to Order
2.0

Approval of Agenda

3.0

Declaration of Conflict of Interest

4.0

Declaration of Bias

TIME

ATTACHMENT

5 mins
Approval/
Motion
5 mins

STRATEGIC
5.0

Draft 2018-19 Work Plans and
Budgets
General Reserve Fund

Approval/
Motion

120 mins

6.0

Bill 87 Update

Discussion

45 mins

7.0

Executive Committee Election Notice

Discussion

10 mins

8.0

Council Election Report

Discussion

10 mins

9.0

Lab Ordering Authority Update

Discussion

CDO Council Agenda –March 23, 2018

5.1 Draft work plans and budgets 201819

6.1 Bill 87 Update

8.1 CDO Elections Report 2018
9.1 2018 CDO Proposed Lab Test List to
Ministry
9.2 Ministry Review of College of
Dietitians Submission Supplement (0126-2018) v2 - CDO Response
9.3 Standard of Professional Practice for
Ordering Laboratory Tests- Final
2011
9.4 hprac-1522Aug12OLTCA
9.5 AOHC Letter of Support re RD Scope
Expansion
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Item & Discussion

ACTION

TIME

ATTACHMENT

Discussion

20 mins

10.1 Code of Ethics Council Support
Document

POLICY
10.0

Code of Ethics

OVERSIGHT & ACCOUNTABILITY
11.0

Demonstration of New CDO Website

Discussion

15 mins

12.0

Demonstration of Application Status
Addition to Website

Discussion

15 mins

13.0

Council Education – Policies Made by
Regulators

Discussion

30 mins

14.0

Registrar and Executive Director
Performance Goals for 2018-19 In
Camera under s. 7(2)(d) of the Health
Professions Procedural Code

Discussion

45 mins

13.1 Grey Areas February 2018

Next steps in Performance Evaluation
Process

INFORMATION ITEMS (Consent Agenda)
15.0

December 2017 Council Meeting
Minutes

15.1 Draft December 15, 2017 Council
Minutes

16.0

Executive Committee Report

16.1 Executive Committee Report

17.0

Information
Management Report

15 mins

17.1
17.2
17.3
17.4
17.5
17.6

Management Report March 2018
Legislative Update December 2017
Legislative Update January 2018
Legislative Update February 2018
Grey Areas January 2018
Stmt of Operations & Changes in
Fund Balances December 31 2017
17.7 Regulation Pro - Only Obtain
Information at the Hearing
17.8 Funding to Maintain EatRight
Ontario Services
17.9 News Release - Hoskins steps down
as Health Minister
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Item & Discussion
18.0

Council Sharing

ACTION
Information

TIME

ATTACHMENT

15 mins

19.0 Meeting Evaluators
• Dawn van Engelen
• Nicole Osinga
20.0 Next Meeting Evaluators
•
William Franks
•
Soliman Soliman
21.0

10 mins

Reminders/Standing Items:
•

Clear your CDO folder and update
your tablet

22.0 Adjournment
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Draft Work Plans and Budgets for Fiscal 2018/2019 as of March 23, 2018
GENERAL ADMINISTRATION — p. 1
General Administration Accomplishments 2017/2018
General Administration Work Plan 2018/2019
Consolidated Draft Budget 2018/2019 - As of March 23,
2018
Schedule 1 – Administrative Draft Budget and Notes 2018/2019
Schedule 7 – Capital Asset Purchases Draft Budget
COUNCIL — p. 16
Council Accomplishments 2017/2018
Council Work Plan 2018/2019
Council Budget 2018/2019
EXECUTIVE COMMITTEE — p. 19
Executive Committee Accomplishments 2017/2018
Executive Committee Work Plan 2018/2019
Executive Committee Budget 2018/2019
LEGISLATIVE ISSUES COMMITTEE — p. 22
Legislative Issues Committee Accomplishments 2017/2018 Legislative
Issues Committee Work Plan 2018/2019
Legislative Issues Budget 2018/2019
REGISTRATION PROGRAM — p. 25
Registration Committee Accomplishments 2017/2018
Registration Committee Work Plan Work Plan 2018/2019
Registration Committee Budget 2018/2019
Registration Program Operational Accomplishments 2017/2018
Registration Program Operational Work Plan 2018/2019
Registration Program Operational Budget 2018/2019

QA PROGRAM — p. 36
QA Committee Accomplishments 2017/2018
QA Committee Work Plan 2018/2019
QA Committee Budget 2018/2019
QA Program Operational Accomplishments 2017/2018
QA Program Operational Work Plan 2018/2019
QA Program Operational Budget 2018/2019
PRACTICE ADVISORY PROGRAM — p. 44
Practice Advisory Program Accomplishments 2017/2018
Practice Advisory Program Work Plan 2018/2019
Practice Advisory Program Budget 2018/2019
PATIENT RELATIONS PROGRAM — p. 55
Patient Relations Committee Accomplishments 2017/2018
Patient Relations Committee Work Plan 2018/2019
Patient Relations Committee Budget 2018/2019
Patient Relations Program Operational Accomplishments 2017/2018
Communications – Operational Work Plan 2018/2019
Patient Relations Program Operational Budget 2018/2019
STANDARDS & COMPLIANCE PROGRAM — p. 63
Discipline & Fitness to Practice Committees Accomplishments 2017/2018
Discipline & Fitness to Practice Work Plan 2018/2019
Discipline & Fitness to Practice Budget 2018/2019
ICRC Accomplishments 2017/2018
ICRC Work Plan 2018/2019
ICRC Budget 2018/2019
Standards & Compliance Program Work Plan 2018/2019
Standards and Compliance Program Budget 2018/2019

General Administration
Operational Work Plan 2017/2018 Accomplishments
Note: these are projects or special tasks that generally support the work and mandate of the College and which are not directly or uniquely linked
to a specific College programs. They do not include day to day ongoing responsibilities.

Strategic Objective
3.2 Continue to educate our members
regarding CDO’s services and
activities, and how they support
public protection.

Work Plan for 2017/2018
• Develop and implement a member education
strategy to inform members at every stage –
(application, new members, and seasoned
members) of the College’s services and
support to members and about the benefits of
self-regulation for public protection.

Accomplishments
• The second year of the new strategic plan for
2016-2020 was implemented.
• New electronic résumé is being developed with
the website update and will be launched with the
Spring 2018 issue.

• Research and Develop a new electronic
format for resume newsletter.
3.4 Increase the level of member
engagement in the work of the
College.

4.1 Maintain and enhance our
relationship with the Ministry of
Health and Long-Term Care.

• Research new media and explore current
media to establish a comprehensive
communication strategy to increase
engagement of members in the work of the
college.

• A comprehensive communication strategy for

• Seek out regular opportunities, as
appropriate, to communicate with Ministry
representatives and share College success
stories.

•

• Ensure Ministry is aware of development of
new PLAR process for IEDs.

member communications will be completed by
March 31, 2018 and implemented in next fiscal
period.
On May 18th, 2017, the College submitted its
new Sexual Abuse Prevention Plan (March 2017)
to the Health Professions Regulatory Advisory
Council (HPRAC), as required by law. In a letter
dated August 29, 2017, HPRAC praised our
work as follows, “Members of HPRAC reviewed
your “Sexual Abuse Prevention Program”
document at our meeting July 27th, 2017.
Overall, the document is very well written —
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Strategic Objective

Work Plan for 2017/2018

Accomplishments
clear and concise. We feel that the document
could be used as a template for all regulated
colleges on this subject”.
• The Registrar and one of the PAPAs are working
with Ministry staff regarding the proposed
authority for RDs to order lab tests.
• The Ministry has been requested to contribute to
preliminary development of proposed changes to
the Regulation Registration.
• Staff are developing a communication to go to the
Ministry.

4.2 Contribute to or lead, as appropriate,
collaborations with our partner
organizations including:
• Alliance of Canadian Dietetic
Regulatory Bodies
• Partnership for Dietetics Education
and Practice (PDEP)
• Dietitians of Canada
• Federation of Health Regulatory
Colleges of Ontario
• Dietetics Education Leadership Forum
(DELFO)
• Non-Health Regulatory Colleges
• Government ministries
Other organizations with shared
interests.

• The Registrar is a member of the Alliance.

• Ongoing.

• The Registrar is a member of the PDEP
Steering Committee.

• The Registrar is currently a co-chair of the PDEP
Steering Committee.

• The Registrar is a committee member of the
Society of Ontario Adjudicators and
Regulators (SOAR).

• The Registrar is a member of the Education

• Continue to participate as a partner on the
Clinic Regulation Working Group.
• Communications Manager is a Member of
Regulatory Communicators’ Network and is
Chair of the FHRCO Communications
Committee.

Committee of SOAR and had carriage of
development of a series of ethics webinars
designed for lawyers practicing in the
administrative justice community.
• The Registrar and one of the PAPAs have completed
this Working Group participation.
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Strategic Objective

Work Plan for 2017/2018

Accomplishments
• The Communication Manager continued to work as
Chair of the FHRCO communications committee
and attended 2 meetings of the Ontario Regulatory
Communicator’s Network.
• The Controller has joined a Corporate Services
Group of health regulatory Colleges organized by
FHRCO, and has attended 3 meetings this year.

5.1 Ensure excellent organizational
governance of the College.

• Continue review of all College by-laws and
amend as appropriate.

• The Registrar has continued work on draft changes
to the by-laws and will be presenting them to the
Executive Committee in March 2018. This work will
continue into the next fiscal year.

5.2 Ensure Council, Committees and Staff
have sufficient capacity to deliver
CDO goals.

• Work with a consultant to ensure that the
College is in compliance with the Ontario
Occupational Health & Safety Act which
mandates the development of a workplace
violence and harassment prevention
program.

• A law firm specializing in employment law will be
conducting a review of the College’s obligations
under the OHSA and the Accessibility for

Ontarians with Disabilities Act (AODA) prior to the
end of the fiscal year. Staff will use the results of
this review to determine what next steps, if any, are
needed to ensure compliance with this legislation.

5.3 Ensure responsible stewardship of
financial resources.

• Prepare working papers and analysis for
auditor prior to auditor attendance at
College.
• Regularly review financial policies to ensure
they are in compliance.

• All working papers and supporting documentation
were completed by College staff and accepted by
the auditors from Clarke Henning for Fiscal
2016/2017.
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Strategic Objective

Work Plan for 2017/2018

Accomplishments
• The auditors provided an audit opinion on the
Registrar/Executive Director’s compliance with
executive limitations of financial policies for the
fiscal year ended March 31, 2017. The
Registrar/Executive Director and Controller
reviewed financial policies throughout the year to
ensure compliance. For example, they ensured that
investments in equities did not exceed 40% of the
book value of the investment portfolio by regularly
monitoring investment reports and communicating
with the investment advisor.
• The variances between budgeted results and actual

• Controller provides second quarter, third
quarter and annual financial reporting on
variances between budgeted and actual
results.

audited results for the fiscal year ended March 31,
2017, were reported to Council at the June 2017
Council meeting. The variances for the second
quarter of Fiscal 2018 were reported to Council at
the December 2017 Council meeting.

5.4 Leverage technology to support
delivery and evaluation of programs
and communication with
stakeholders.

• The communications manager works in

• Worked with the Practice Advisory Program leads

collaboration with program leads to ensure

to develop videos for both members and the public

that CDO communication tools, technology
and new media are leveraged and evaluated

about professional boundaries.

regularly.
• Search for and evaluate new digital

• In order to optimize our use of social media, we
developed cut-downs (short versions cut from all
CDO videos) to leverage the video content for

technologies or social media and optimize
4

Strategic Objective

Work Plan for 2017/2018

Accomplishments

existing ones to assess where they might add

social media. We can use the short clips for

value to College communications and

sharing information on Twitter and Facebook.

programs.
• The Communications Manager will
participate as a member of the Regulators
Communications Network and the FHRCO
Communications Steering Committee to keep
abreast and learn about what other Colleges
are doing to leverage communication
technology and new media.
• Redesign Public website to improve
navigation and search features.
• Work with Registration, QA and PAPAs in
designing Staff View in iMIS.
• Explore PAPA, Registration, and QA
processes that would benefit from process
automation and implement as appropriate
• Develop, design, implement and evaluate
French Under 500s Hrs. Learning Diary and
Undertaking web pages.
• Develop, implement and evaluate a web
page to inform applicants about the progress
of their application.

• Continued to participate as a member of
Regulators Communications Network and as Chair
of the FHRCO Communications Committee.
• The Communications Manager is the lead on this
project. She worked with staff to evaluate current
website and to develop an RFP for the redesign of
the website to ensure that issues with the current
website were addressed and that a wish list of
features was included for all programs.
The redesigned English website will launch by
March 31, 2018; the French portion of the website
will be launched in April due to the translation
work that needs to be done.
• The design work has been completed.
• This work has been completed. Continue to be alert
for other opportunities.
• This work has been completed.
• This work has been completed.
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Strategic Objective

5.5 Ensure ongoing CDO work is based
on relevant information and
evidence.

Work Plan for 2017/2018

Accomplishments

• Increased network and VPN security and
Staff training in Cyber security.

• This work has been completed.

• Staff and Council have sufficient information
to make evidence-informed decisions about
policies, priorities and oversight.

• Staff conduct research as appropriate and regularly
reach out formally and informally to stakeholders
and other organizations for information about best
practices, etc. This information is used by Staff and
provided to Council and Committees as needed
throughout the decision-making process.
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General Administration
Operational Work Plan 2018/2019
Note: these are projects or special tasks that generally support the work and mandate of the College and which are not directly or uniquely linked
to a specific College programs. They do not include day to day ongoing responsibilities.

Strategic Objective
4.1 Maintain and enhance our
relationship with the Ministry of
Health and Long-Term Care.

Work Plan for 2018/2019

Accomplishments

• Continue to participate in work with the
Ministry of Health and Long-Term Care
proposing authority for RDs to order lab tests,
as relevant.

4.2 Contribute to or lead, as
appropriate, collaborations with our
partner organizations including:
• Alliance of Canadian Dietetic
Regulatory Bodies
• Partnership for Dietetics
Education and Practice (PDEP)
• Dietitians of Canada
• Federation of Health Regulatory
Colleges of Ontario
• Dietetics Education Leadership
Forum (DELFO)
• Non-Health Regulatory Colleges
• Government ministries
Other organizations with shared
interests.

• The Registrar is a member of the Alliance.
• The Registrar is a member of the PDEP
Steering Committee (until terms ends in June
2018).
• The Registrar is a committee member of the
Society of Ontario Adjudicators and
Regulators (SOAR).
• Communications Manager is a Member of
Regulatory Communicators’ Network and is
Chair of the FHRCO Communications
Committee.
• Controller is a member of the FHRCO
Corporate Services Group.
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Strategic Objective
5.1 Ensure excellent organizational
governance of the College.

Work Plan for 2018/2019

Accomplishments

• Working with the Executive Committee,
continue review of college by-laws and
preparation of proposed revisions.
• Using the review prepared by external legal
counsel, staff will determine what next steps,
if any, are needed to ensure compliance with
this legislation.

5.2 Ensure Council, Committees and
Staff have sufficient capacity to
deliver CDO goals.

• Continue assessment of staff complement and

5.3 Ensure responsible stewardship of
financial resources.

• Prepare working papers and analysis for
auditor prior to auditor attendance at
College.

implementation of appropriate changes, if
any.

• Regularly review financial policies and
practices to ensure CDO practices are in
compliance.
• Controller provides second quarter, third
quarter and annual financial reporting on
variances between budgeted and actual
results.
5.4 Leverage technology to support
delivery and evaluation of programs
and communication with
stakeholders.

• Explore more efficient replacement
photocopier services. Purchase and setup
network managed switch. Investigate and
prepare for replacement of tablets, a new
8

Strategic Objective

Work Plan for 2018/2019

Accomplishments

onsite file server and Rogers wireless hotspots
for 2019 – 2020.
• Internally develop to customize the Staff View
site in iMIS/RiSE. Continue to involve QA,
Registration and PAPAs with designing.
• Transition to Box online document sharing
platform for Council and Committees.
Explore and implement as appropriate Box
Governance add-on feature for securely
control of CDO’s confidential files.
• Explore and implement as appropriate
Registration processes that would benefit
from process automation.
• Research and prepare for upgrading to
newest versions of Kentico for CDO and
OSAT websites and iMIS/RiSE for fiscal
2019 – 2020.
• Identify and implement as appropriate new
header template for Kentico Dashboards and
iMIS/RiSE web tools for consistent branding
with Public website.
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Strategic Objective
5.5 Ensure ongoing CDO work is based
on relevant information and
evidence.

Work Plan for 2018/2019

Accomplishments

• Staff and Council have sufficient information
to make evidence-informed decisions about
policies, priorities and oversight.
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COLLEGE OF DIETITIANS OF ONTARIO
CONSOLIDATED DRAFT BUDGET - AS OF MARCH 23, 2018
THE FISCAL YEAR ENDING MARCH 31, 2019
Committee
Work

Administration
REVENUE (Schedule 1)
GENERAL & OTHER
ADMINISTRATIVE EXPENSES (Schedule 1)
PROGRAMS:
Registration (Schedule 2)
Quality Assurance (Schedule 3)
Practice Advisory (Schedule 4)
Patient Relations (Schedule 5)
Standards & Compliance (Schedule 6)
PROGRAM EXPENSES
TOTAL EXPENSES
NET SURPLUS/(DEFICIT)

$

2,713,226

$

-

Sub-Total (Operations)
before Restricted Funds
$

2,713,226

Hearings
Fund
$

Capital Asset
Fund *
-

1,891,750

78,350

1,970,100

-

135,207
83,419
66,165
85,400
51,000
421,191

32,097
18,167
4,178
23,161
77,603

167,304
101,586
66,165
89,578
74,161
498,794

-

2,312,941

155,953

2,468,894

-

$

244,332

$

-

Total
2018/2019
$

100,000

2,713,226

2,070,100

167,304
101,586
66,165
89,578
74,161
498,794
2,568,894

100,000
$

(100,000) $

Projected Operating Fund Balances, March 31, 2018
Projected Operating Fund Balances, March 31, 2019

144,332
1,500,027

$

1,644,359

Fund Balances as % of Operating Expenses, March 31, 2019

67%

* - In presenting the consolidated draft budget an amount for amortization (a non-cash item) is shown and included in the calculation of the surplus/deficit.
Amortization represents the depreciation of the College's capital assets each year and therefore reduces the capital fund. Cash outlays for capital asset
purchases (for long-term use) increases the capital fund; the draft budget for capital assets purchases in Fiscal 2018-2019 is $78,500 (see Schedule 7).
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COLLEGE OF DIETITIANS OF ONTARIO
SCHEDULE I - ADMINISTRATIVE DRAFT BUDGET AS OF MARCH 23, 2018
COMPARISON TO FISCAL 2018 BUDGET
FOR THE FISCAL YEAR ENDING MARCH 31, 2019
DRAFT
Full Year
Operating
Budget
March 31, 2018
REVENUE
Membership Fees
Penalty and Appeal Fees
Application, KCAT Application & Assessment Fees
Performance Based Assessment Exam Fees
Temporary Registration Fees
Interest & Dividend Income
Other Income
TOTAL REVENUE
GENERAL ADMINISTRATIVE EXPENSE
Salaries and Benefits
Contracted Services
Computer
Communication Initiatives
Annual Report
Staff Development
Staff Travel
Membership Dues
Rent
Telephone/Internet
Insurance
Office Expense
Postage/Delivery
Printing
Translation
Legal Fees
Professional Fees / Consultants
Bank charges
Total General Administrative Expenses

$

$

OTHER ADMINISTRATIVE EXPENSE
Council
Executive Committee
Legislative Issues Committee
Total Other Administrative Expense
TOTAL ADMINISTRATIVE EXPENSES

Full Year
Operating
Budget
March 31, 2019

2,364,620
9,810
63,645
18,400
22,200
44,500
2,523,175

1,328,000
4,500
51,200
5,900
5,400
17,000
2,400
22,300
135,500
24,500
5,900
58,350
4,900
1,500
1,000
2,500
31,500
2,300
1,704,650

2,501,466
9,760
81,000
27,600
26,400
67,000
2,713,226

$

43,800
13,756
9,458
67,015
$

1,771,665

PROGRAMS: ADMIN & COMMITTEE EXPENSES
Registration (Schedule 2)
Quality Assurance (Schedule 3)
Practice Advisory (Schedule 4)
Patient Relations (Schedule 5)
Standards & Compliance (Schedule 6)
TOTAL PROGRAM ADMIN & COMMITTEE EXPENSES
SURPLUS BEFORE FUND EXPENSES

1,496,000
28,000
45,000
8,700
5,700
18,150
2,600
22,300
138,500
24,500
6,000
46,200
4,900
500
2,000
10,000
30,000
2,700
1,891,750

48,895
23,926
5,528
78,350
$

1,970,100

$

144,465
99,355
73,925
90,158
74,715
482,618

$

167,304
101,586
66,165
89,578
74,161
498,794

$

268,892

$

244,332

Inc
(Dec) NOTE
6%

(1)

27%
50%
19%
51%

(2)
(2)
(3)

8%

13%
522%
-12%
47%

(4)
(5)
(6)
(7)

-21%

(8)

300%

(9)

11%

74%

(10)

17%
11%

3%
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COLLEGE OF DIETITIANS OF ONTARIO
SCHEDULE I - ADMINISTRATIVE DRAFT BUDGET NOTES AS OF MARCH 23, 2018
FOR THE FISCAL YEAR ENDING MARCH 31, 2019
NOTES:
(1) The increase in membership fees is based on 2 assumptions; 1) that general membership will increase by 3% in Fiscal 2018/2019
and that 2) the inflation rate will be 1.5% based on the most current available rate as per the Ontario Consumer Price Index (December 2017).
The actual rate of inflation in December was 1.5%, but as per By-law 2, effective for the annual fee payable for the year commencing November 1,
2015, the annual fee (payable by virtue of Article 3.01 by members holding a General Certificate of Registration and by virtue of Article
3.04 by members first issued a General Certificate of Registration) shall be increased each and every year from the year commencing November 1,
2015 to the year commencing November 1, 2019 by the lesser of :
i) two percent of the annual fee payable for the previous year, rounded up to the nearest dollar; and
ii) a percentage of the annual fee payable for the previous year equal to the increase, if any, of the Canadian Consumer Price Index for
the Province of Ontario for the previous 12 months ending in April, rounded up to the nearest dollar.
Also taken into account are historical growth rates and analyses of resignations and graduates expected to become full members. An audit
adjustment is made each year to defer a portion of revenues to the next fiscal year to reflect the fee revenue applicable from April to October
of the next fiscal year.
(2) The increase in application and assessment fees is attributable to the trend of more applicants submitting applications to CDO, and more
internationally educated applicants who are expected to complete the Knowledge and Competency Assessment Tool (KCAT) and the Performance
Based Assessment (PBA).
(3) Interest and dividend income is estimated based on the current value of the CDO's investment portfolio and on anticipated interest rates. The
increase in expected interest income reflects the increase in investments in fixed income bonds over the current year.
(4) Regular salary increases consist of indexation for inflation plus modest merit increases. Some funds were added in anticipation of the costs
of increasing the staff complement by 1.5 full-time equivalent employees.
(5) The increase in contracted services is attributable to the planned addition of a part-time bookkeeping service and other administrative services.
(6) The decrease in computer expenses is due to the fact that the majority of the work required to redesign the website will be completed by the end
of Fisal 2017/18.
(7) The increase in communication initiatives is due to the fact that stock images for all online communications are being expensed in General
Administration, whereas previously they were expensed in the programs.
(8) The decrease in office expenses is due to the fact that the bulk of the scanning project of the College's historical documents will be completed by
the end of Fiscal 2017/18.
(9) The increase in legal fees is due to the fact that a legal firm will be assessing the impact of new employment legislation enacted in Ontario on
13

CDO's policies and practices.
(10) The increase in Executive Committee expenses is attributable to the planned use of a consultant to conduct a market review of the Registrar &
Executive Director's compensation.
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COLLEGE OF DIETITIANS OF ONTARIO
SCHEDULE 7 - CAPITAL ASSET PURCHASES DRAFT BUDGET
FOR THE FISCAL YEAR ENDED MARCH 31, 2019
Budget
2018/2019
I - Computer equipment (hardware) replacements
1. Computers for 4 employees

3,729

2. Monitors for 2 employees (dual)

904

3. 1 Laptop for office

904

4. Network Switch
Subtotal (Computer Hardware)

867
6,404

Subtotal (Leasehold Improvements)

2,000
2,000

II - Leasehold Improvements
Artwork

III - Office equipment
Subtotal (Office Furniture & Equipment)

-

Subtotal (Computer Software - non-iMIS)

1,510
201
1,711

IV - Non-iMIS Software
1. 4 copies MS Office 2016 Pro Plus
2. 1 copy MS Office 2016 Standard

V - IMIS: Visual Antidote (Quote #1 - Use estimate of High Hours) 2017/18
Gen Admin - Website Redesign 78 Digital balance of project ($49,150 x 30% x 1.13)

16,662

Gen Admin - Public Register - impact of by-law changes (7 hrs x $155 x 1.13)
Gen Admin - Header Templates in iMIS & Kentico Dashboard (10 hrs x $155 x 1.13)

1,226
1,752

QA - Renewal - Under 500 Hrs text change (1 hrs x $155 x 1.13)
QA - SDL Tool (38.5 x $155 x 1.13)
QA - PPA Step (3.5 hrs x $155 x 1.13)
QA - PPA Step 2 (62 hrs x $155 x 1.13)
QA - Under 500 Hours (38.5 hrs x $155 x 1.13)
QA - JKAT (6 hrs x $155 x 1.13)

175
6,743
613
10,859
6,743
1,051

Registration - Renewal, Process Auto-Staff View, Dashboards (102 hrs x $155 x 1.13)

17,865

Registration - Remove Committee drop down from Member & Staff dashboards after switch to BOX (4 hrs x $155 x
1.13)

Registration - unexpected updates - permanent in nature (10 hrs x $155 x 1.13)
Registration - changes for application status for Applicants tool - permanent in nature (10 hrs x $155 x
1.13)
Subtotal (Computer Software - iMIS)
Total additions anticipated
Revised Capital Assets Purchases Budget F'2018-2019 $

701
1,752
1,752
67,893
78,008
78,500
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Council
Work Plan 2017/2018 Accomplishments
Strategic Objective

Work Plan for 2017/2018

Accomplishments

3.4 Increase the level of member
engagement in the work of
the College.

• Assess how College engages members to consider
running for Council and implement enhancements
as appropriate.

• Executive Committee discussed steps being
taken to encourage interest in Council:
Articles in Resume designed to encourage
interest in running for Council, reworking of
call for nominations communications and
encouraging interest at workshops (time
permitting).

5.1 Ensure excellent
organizational governance
of the College.

• Consider proposed changes to by-laws.

• This work is not yet ready for Council review.
The Executive Committee will be working on
by-laws at the end of March 2018.

5.3 Ensure responsible
stewardship of financial
resources.

• Council members attend sessions provided by staff
on quarterly financial reports and annual budget.

• Information on quarterly financial reports is
provided for each Council meeting.
Controller will provide information on annual
budget at March 2017 Council meeting.
• Auditor presented to Council at June 2017
Annual Council Meeting.

• Council members attend annual presentation by
auditor on latest audited financial statements.
Additional Projects

• Review of submission to Ministry of Health and
Long-Term Care proposing authority for RDs to
order lab tests.

• Council reviewed and approved submission,
with minor amendments, to the Ministry at its
December 2017 meeting.
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Council
Work Plan 2018/2019
Strategic Objective
5.1 Ensure excellent
organizational governance
of the College.

5.3 Ensure responsible
stewardship of financial
resources.

Work Plan for 2018/2019

Accomplishments

• Consider proposed changes to by-laws.
• Consider proposed changes to Governance
Manual.
• Council members attend sessions provided by staff
on quarterly financial reports and annual budget.
• Council members attend annual presentation by
auditor on latest audited financial statements.

17

Council
Draft Budget 2018/2019
Council Work

Description
Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Legal Fees
Teleconferencing
Consultants
Contracts
Delivery/Printing/Mailing
Admin/Miscellaneous

Proposed full year
budget for 2018/2019
$
12,000
4,650
900
5,835
5,610
320
5,360
4,000
10,000
120
-

Budget
2017/2018
$
12,000
4,650
900
7,495
6,740
320
5,000
1,500
4,975
120
-

100

100

Total $

48,895

$

43,800

Unaudited
Actual Expenses
Apr 1 - Dec 31/17
5,606
2,025
90
2,082
2,367
178
3,743
3,108

$

64

Audited
Actual Expenses
2016/2017
10,813
2,550
810
8,046
4,688
246
6,429
2,204
1,580
94

54

54

19,318

$

37,514

Assumptions:
1. 1, 1-day Council orientation meeting
2. 4 Council meetings; 2, 1-day meetings + 2, 1.5 day meetings
3. Legal fees for work on by-laws
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Executive Committee
Work Plan 2017/2018 Accomplishments
Strategic Objective
5.1 Ensure excellent
organizational governance
of the College

Work Plan for 2017/2018
• Consider proposed changes to by-laws
• Act for Council in between meetings
• Conduct Registrar performance review (Executive
Committee sitting in part as the Registrar
Performance and Compensation Review
Committee (RPCRC))
• Consider additional revisions of Governance
Manual

5.3 Ensure responsible
stewardship of financial
resources

• Executive Committee members attend annual

presentation by Registrar and Controller on the
detailed analysis of all budgeted revenues and
costs

Accomplishments
• Committee will be meeting in March to
begin review of proposed by-law changes
• Several decisions of a time-sensitive matter
were made by the Executive Committee on
behalf of Council in between Council
meetings
• Sitting in part as the RPCRC, the Committee
has made significant revisions to the
performance evaluation process and
policies. The performance evaluation review
will occur in early fiscal 2018-19 as a
result.
• Meeting will be held in February 2018 for
the Committee to review the draft 2018-19
budget in detail.
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Executive Committee
Work Plan 2018/2019
Strategic Objective
5.1 Ensure excellent
organizational governance
of the College

Work Plan for 2018/2019

Accomplishments

• Continue work regarding proposed changes to bylaws
• Act for Council in between meetings
• Conduct Registrar performance review (Executive
Committee sitting in part as RPCR)
• Continue work regarding revisions to the
Governance Manual

5.3 Ensure responsible
stewardship of financial
resources

• Executive Committee members attend annual

presentation by Registrar and Controller on the
detailed analysis of all budgeted revenues and
costs
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Executive Committee
Draft Budget 2018/2019
Committee Work
Description
Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Legal
Teleconferencing
Consultants
Contracts
Delivery/Printing/Mailing
Admin/Miscellaneous

Proposed full year
budget 2018/2019
$
4,100
2,025
360
1,580
860
160
480
4,100
221
10,000

Budget
2017/2018
$
4,100
2,025

40

40

Total $

23,926

1,590
840
160
430
4,350
221
-

$

13,756

Actual Expenses
Apr 1 - Dec 31/17
$
2,956
825
90
578
242
19
215
2,174

Actual Expenses
2016/2017
3,644
750
180
1,647
219
33
199
819

138

208

$

7,239

$

7,698

Assumptions:
1. 10, 1/4 day teleconferences and 2, 3/4 day face-to-face meetings
2. 1, 1/4 day teleconference for audit committee + 1 prior to June Council meeting + 2 teleconferences for Registrar & ED performance
review
3. Consulting fees anticipated for a market survey of the Registrar & Executive Director's compensation.
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Legislative Issues Committee
Work Plan 2017/2018 Accomplishments

Strategic Objective
4.2 Contribute to or lead, as
appropriate, collaborations
with our partner
organizations

Work Plan for 2017/2018

Accomplishments

• Review new legislative initiatives from HPRAC,
MOHLTC and other ministries as they become
available.

• Due to tight timelines for submission to
Ministry of Health and Long-Term Care, work
did not involve LIC involvement at this time.

• Aware of request for submission to Ministry of
Health and Long-Term Care proposing authority
for RDs to order lab tests.

• There have been no other new ministerial
consultation/initiatives since April 2017.
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Legislative Issues Committee
Work Plan 2018/2019
Strategic Objective
4.2 Contribute to or lead, as
appropriate, collaborations
with our partner
organizations.

Work Plan for 2018/2019

Accomplishments

• Review new legislative initiatives from HPRAC,
MOHLTC and other ministries as they become
available.
• Pending authority approval from Ministry: assess
LIC involvement based on need for moving forward
with Ordering Lab Tests.
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Legislative Issues Working Group
Draft Budget 2018/2019
Committee Work

Description
Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Legal
Teleconferencing
Consultants
Contracts
Delivery/Printing/Mailing
Admin/Miscellaneous

Proposed full year
budget 2018/2019
$
2,475
1,313

Budget
2017/2018
$
2,475
1,313

620
430
80
400

735
420
80
325

170

3,900
170

40

40

Total $

5,528

Unaudited
Actual Expenses
Apr 1 - Dec 31/17

Audited
Actual Expenses
2016/2017
$
300
263

59

$

9,458

$

-

$

622

Assumption:
1. 1, 3/4 day face-to-face meeting and 6, 1/4 day teleconferences
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Registration Committee
Work Plan 2017/2018 Accomplishments
Strategic Planning
Objective
1.2 Ensure nontraditional pathways
to registration are
fair to applicants,
while maintaining
high quality
standards.

Work Plan for 2017/2018
• Investigate the feasibility of adapting
the Knowledge, Competence and
Assessment Tool (KCAT) and/or
Performance Based Assessment (PBA)
for other non-traditional applicants
(non-accredited internship; return to
practice applicants; independent
practicum; and applicants requiring
upgrading to apply for internships).
• Complete the evaluation of the new
assessment schema (Prior Learning
Assessment and Recognition, PLAR)
and make necessary adjustments.
• Regular review of all other
Registration Committee policies as
appropriate.
• Review and approve
recommendations for changes to the
Registration Regulation.

Accomplishments
Registrar and Registration Program Manager to meet with staff
from Touchstone Institute and Yardstick Testing and Training to
discuss the feasibility of adapting the KCAT and PBA for other
purposes.
Formal evaluation was completed in July/August of 2017.
Results were used to inform changes to:
• the College website,
• KCAT and PBA guides,
• template letters and application forms
• processes for the administration of the KCAT
The Registration Committee revised policies related to:
• recognition of dietetic practice in the Canadian Military
• appeals for the PLAR process
• qualifications of supervising dietitians
• assessing the level of degrees (e.g. baccalaureate level)
for degrees completed outside of Canada.
The Registration Committee has reviewed and approved
recommendations for changes. The Registrar has approached
the Ministry for input. The Registrar and Registration Program
Manager are seeking input from the Ministry and Legal Counsel
prior presenting proposed changes to Council.
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Strategic Planning
Objective

Work Plan for 2017/2018
• Continue to monitor the Independent
Practicum (IP) pathway and respond
as necessary.

Accomplishments
Issues with the IP pathway were identified by staff and presented
to the Registration Committee their October RC meeting.
Changes to the IP Guide and several of the resources and forms
were approved and have been implemented to address the
identified issues.
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Registration Committee
Work Plan 2018/2019
Strategic Planning
Objective
1.2 Ensure nontraditional pathways
to registration are
fair to applicants,
while maintaining
high quality
standards.

Work Plan for 2018/2019

Accomplishments

• Address any policy questions that are
identified in the ongoing administration of
the Prior Learning Assessment and
Recognition (PLAR) processes.

• Identify and address policy issues related
to the potential adaptation of the Prior
Learning Assessment and Recognition
(PLAR) processes for other types of nontraditional applicants.
• If feasible, develop plan for adaptation of
the Prior Learning Assessment and
Recognition (PLAR) processes for other
types of non-traditional applicants.
• Continue work in supporting proposed
revisions to the registration regulation.
• Continue to monitor the Independent
Practicum pathway and respond as
necessary.
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Registration Committee
Draft Budget 2018/2019
Committee Work

Description
Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Legal
Teleconferencing
Translation
Consultants
Contracts
Delivery/Printing/Mailing
Admin/Miscellaneous

Proposed full year
budget 2018/2019
$
9,300
4,800

Total $

$

Budget
2017/2018
10,950
5,850

3,450
1,290
240
2,682
7,628
57
2,500

4,680
2,520
480
2,515
1,200
170
2,500

150

150

32,097

$

31,015

Unaudited
Actual Expenses
Apr 1 - Dec 31/17
5,900
2,663

Audited
Actual Expenses
2016/2017
7,925
3,600

1,343
697
252
2,378

2,158
521
94
2,762

30

28

118

$

13,262

$

17,207

ASSUMPTIONS
1. 6, 1-day face-to-face meetings, 3, 1/2 day teleconferences & 3, 1/2 day orientation meetings
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Registration Program
Operational Work Plan 2017/2018 Accomplishments
Strategic Planning
Objective
1.2 Ensure nontraditional
pathways to
registration are fair
to applicants, while
maintaining high
quality standards.

Work Plan for 2017/2018
• Investigate the feasibility of adapting the Knowledge,
Competence and Assessment Tool (KCAT) and/or
Performance Based Assessment (PBA) for other nontraditional applicants (non-accredited internship; return to
practice applicants; independent practicum; and
applicants requiring upgrading to apply for internships).
• Complete the evaluation of the new assessment schema
(Prior Learning Assessment and Recognition, PLAR) and
make necessary adjustments.
• Regular review of all other Registration program policies
as appropriate.
• Make recommendations regarding changes to Registration
Regulation and explore with legal counsel, the Registration
Committee and Council as appropriate.
• Continue to monitor the Independent Practicum pathway
and respond as necessary.

Accomplishments
• The formal evaluation was completed in
July/August of 2017. The results were used
to inform changes to the CDO website, the
KCAT and PBA guides, and to processes for
the administration of the PBA.
• Program policies and procedures were
reviewed and updated related to the
administration of the Prior Learning
Assessment and Recognition (PLAR) process;
and the independent practicum.
• Recommended changes to the Registration
Regulation have been reviewed and approved
by the Registration Committee. The Registrar
and Registration Program Manager are
seeking input from the Ministry and Legal
Counsel prior to presenting to Council.
• Issues with the IP pathway were identified by
staff and presented to the Registration
Committee their October RC meeting.
Changes to the IP Guide and several of the
resources and forms were approved and have
been implemented to address the identified
issues.
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Strategic Planning
Objective
4.2 Contribute to or
lead, as appropriate,
collaborations with our
partner organizations
including:
• Alliance of
Canadian Dietetic
Regulatory Bodies
• Partnership for
Dietetics Education
and Practice (PDEP)
• Dietitians of Canada
• Federation of Health
Regulatory Colleges
of Ontario
• Dietetics Education
Leadership Forum
(DELFO)
• Non-Health
Regulatory Colleges
• Government
ministries
• Other organizations
with shared interests
5.2 Ensure Council,
Committees and
Staff have sufficient
capacity to deliver
CDO goals.

Work Plan for 2017/2018
• The Registration Program Manager is a member of the
Accreditation Council.
• The Registration Program Manager is a member of the
Ontario Regulators for Access Consortium (ORAC).
• The Registrar and Registration Program Manager attend
DELFO meetings as appropriate.

Accomplishments
• The Registration Program Manager continues
to be a member of the Accreditation Council
and was name Chair at the October, 2017
meeting for a 2 year term.
• The Registration Program Manager continues
to be a member of ORAC.
• The Registrar attends DELFO meetings as
appropriate.
• The Registration Program Manager has joined
a newly created network to discuss
accommodation issues related to the
administration of high stakes assessments.
Members of the network include
representatives of regulatory bodies
(representing both registration and Quality
Assurance roles) and third party
organizations which administer assessments
on behalf of regulators.

• Monitor the impact of the new assessment schema on
registration functions and workload and identify
appropriate adjustments to staffing complement.

• With the retirement of Elsene Randall,
adjustments were made to the roles for the
Registration Coordinator and the Program
Assistant. Further adjustments to the
workload distribution were made in 2018.
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Strategic Planning
Objective

Work Plan for 2017/2018
• Identify staff development needs related to the ongoing
administration and maintenance of the KCAT and PBA.

5.4 Leverage technology • Consult with the IT Manager to identify registration
to support delivery
processes that could be streamlined through
and evaluation of
implementation of process automation (a new feature
programs and
associated with the recent iMIS upgrade).
communication with
stakeholders.
• Review and revise registration processes to accommodate
electronic processing and storage of application and
member files.
• Develop, implement and evaluate a web page to inform
applicants about the progress of their application.

Accomplishments
• Registration Program Manager has joined a
networking group which is looking at issues
related to accommodations issues related to
the administration of high-stakes exams.
• The automation of several registration-related
tasks have been identified and proposed as
part of the 2018-19 budget.
• Registration processes have been revised to
accommodate electronic processing and
storage of application files, including
processes related to creating and storing the
files, monitoring the ongoing progress of an
application file, presenting files to the
Registrar and/or Registration Committee for
review, and communicating results to
applicants.
• The Application Status webpage was
developed and implemented in February,
2018.
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Registration Program
Operational Work Plan 2018/2019
Strategic Planning
Objective
1.2 Ensure nontraditional
pathways to
registration are fair
to applicants, while
maintaining high
quality standards.

Work Plan for 2018/2019

Accomplishments

• Address any policy issues identified regarding the
adaptation of the Prior Learning Assessment and
Recognition (PLAR) pathway for non-traditional
applicants.
• Contribute to the ongoing maintenance of the Knowledge
and Competency Assessment Tool (KCAT) under the
guidance of the exam company.
• Manage the ongoing maintenance activities for the
Performance Based Assessment (PBA)
• Present draft amendments for the Registration Regulation
to the Registration Committee and Council for approval
and eventual submission to government.
• Continue to monitor the Independent Practicum pathway
and respond as necessary.

1.4 Ensure
applicability of
our standards to
diverse and

• Support the development of a position statement
regarding telepractice for consideration by Council.
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Strategic Planning
Objective

Work Plan for 2018/2019

Accomplishments

emerging practice
settings
4.2 Contribute to or
lead, as appropriate,
collaborations with our
partner organizations
including:
• Alliance of Canadian
Dietetic Regulatory
Bodies
• Partnership for
Dietetics Education
and Practice (PDEP)
• Dietitians of Canada
• Federation of Health
Regulatory Colleges
of Ontario
• Dietetics Education
Leadership Forum
(DELFO)
• Non-Health
Regulatory Colleges
• Government
ministries
• Other organizations
with shared interests
5.4 Leverage technology
to support delivery
and evaluation of

• The Registration Program Manager is a member of the
Accreditation Council.
• The Registrar is a member of the PDEP Steering
Committee (until June 2018).
• The Registration Program Manager is a member of the
Ontario Regulators for Access Consortium (ORAC).
• The Registrar and Registration Program Manager attend
DELFO meetings as appropriate.
• Continue working with other provincial regulatory bodies
to support their adoption of CDO’s PLAR processes in
their provinces.

• Implement automation of various registration tasks,
including the entry of specific data in to
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Strategic Planning
Objective
programs and
communication with
stakeholders.

Work Plan for 2018/2019

Accomplishments

Applicant/Member records in the database and sending
standard email communications.
• Begin the work required to support the scanning of off-site
archived registration files to electronic format.
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Schedule 2 - Registration Program
Draft Budget 2018/2019
Expense
Account

Administration
(Program Costs)

Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Contracted Services
Computer Expenses
Communication Initiatives
Staff Development
Staff Travel
Office Expense
Postage/Courier/Delivery/Mailing
Printing
Translation
Teleconferencing
Professional Fees
Legal Fees
Bank charges (credit card fees for renewals)

Budget
Total
2018/2019

Committee
Work
9,300
4,800

9,300
4,800
3,450
1,290
240
2,682
5,253
4,063
3,610
350
2,312
5,551
57
10,594
60,000
-

3,450
1,290
240
2,682
5,253
4,063
3,610
350
2,162
3,051

150
2,500
57

2,966
60,000

Other Program Specific:
Knowledge and Competency Assessment Tool (KCAT) &
Performance Based Assessment (PBA) Administration and
Maintenance costs
TOTAL $

53,752
135,207

7,628

$

32,097

$

53,752
167,304

Admin

Total 2017/2018 Budget
Committee
10,950
5,850

4,660
8,019
4,925
350

150
2,500
170

10,125
60,000

$

21,500
113,450

1,200

$

31,015

Total
10,950
5,850
4,680
2,520
480
2,515
4,660
8,019
4,925
350
820
150
5,551
170
11,325
60,000
-

4,680
2,520
480
2,515

820
3,051

Actual
Program Total
2016/2017

$

21,500
144,465

7,925
3,600
2,158
521
94
2,762
5,454
6,152
535
3,062

818
533
111
44

52,929

$

8,015
94,714
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Quality Assurance Committee
Work Plan 2017/2018 Accomplishments
Strategic Planning Objective
2.4 Engage Registered Dietitians in continuous
quality improvement programs that are
relevant to their variable practice settings
and different learning styles.

Work Plan for 2017/2018
• Investigate the feasibility of adapting the
KCAT and/or PBA for RDs practicing under
500 hours (specifically those who are not
practicing) in 3 years who choose not to
sign a voluntary undertaking or wish to
rescind a voluntary undertaking.
• Review 2.5% randomly selected SDL tools for
completeness and adequacy. Tools
submitted late and any tools which required
resubmission the previous year are also
reviewed.
• Review 500-hour learning diaries and
practice assessments.
• Review PPA reports of members going onto
Step 2 of the PPA.

Accomplishments
• QA manger to meet with Registrar and
Registration manager to determine which
assessments we would look at
combining/dovetailing before meeting with
the consultants.
• The review of the 2017 SDL Tools has
begun; QA staff and Committee will review
a total of 243 Tools. The number of goals
requiring resubmission will determined as
the process proceeds.
• 24 Learning diaries will be reviewed by
assessors. Whether any of these members
require further assessment will be
determined as the review progresses.
• Completed. Of 219 members participating
in the 2 Step PPA. 10 moved onto Step 2-of
these 8 were deemed competent and 2 were
issued Specified Continuing Education
(SCERP).
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Quality Assurance Committee
Work Plan 2018/2019

Strategic Planning Objective
2.4 Engage Registered Dietitians in continuous
quality improvement programs that are
relevant to their variable practice settings
and different learning styles.

Work Plan for 2018/2019
• Investigate the feasibility of adapting the
KCAT and/or PBA for RDs practicing under
500 hours (specifically those who are not
practicing) in 3 years who choose not to
sign a voluntary undertaking or wish to
rescind a voluntary undertaking.

Accomplishments

• Review 2.5% randomly selected SDL tools for
completeness and adequacy. Tools
submitted late and any tools which required
resubmission the previous year are also
reviewed.
• Review 500-hour learning diaries and
practice assessments.
• Review PPA reports of members going onto
Step 2 of the PPA.
• Review and review policies for each
component of the QA Program.
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Quality Assurance Committee
Draft Budget 2018/2019
Committee Work

Description
Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Legal
Teleconferencing
Consultants
Contracts
Delivery/Printing/Mailing
Admin/Miscellaneous

Proposed full year
budget 2018/2019
7,050
2,588
720
3,640
1,720
320
1,990
139

Budget
2017/2018
9,125
2,775
540
4,680
2,520
480
2,230
170

-

Total $

18,167

Unaudited
Actual Expenses
Apr 1 - Dec 31/17
3,300
1,350
180
806
725
28
1,279

Audited
Actual Expenses
2016/2017
5,000
1,838
270
1,116
1,622
89
1,653

69

135

-

$

22,520

$

7,737

$

11,723

ASSUMPTIONS:
1. 1, full-day face-to-face meetings + 3, 3/4-day face-to-face meetings + 1, 1/2 day orientation meeting + 11, 1/4 day teleconferences
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Quality Assurance Program
Operational Work Plan 2017/2018 Accomplishments
Strategic Planning
Objective
2.4 Engage Registered
Dietitians in
continuous quality
improvement
programs that are
relevant to their
variable practice
settings and different
learning styles.

Work Plan for 2017/2018

Accomplishments

• Investigate the feasibility of adapting
the KCAT and/or PBA for RDs
practicing under 500 hours
(specifically those who are not
practicing) in 3 years who choose
not to sign a voluntary undertaking
or wish to rescind a voluntary
undertaking.

• QA manger to meet with Registrar and Registration manager
to determine which assessments we would look at
combining/dovetailing before meeting with the consultants.

• Develop an eLearning module about
“Writing Professional Development
Goals.”
• Investigate partnering with other
Colleges to revise components of QA
Program.
• Review 2.5% randomly selected SDL
tools for completeness and
adequacy. Tools submitted late and
any tools which required
resubmission the previous year are
also reviewed.

• Chose to adapt and use the PowerPoint presentation for this
fiscal year; Developing a video in 2018-19.
• Completed the investigation. There is no opportunity at this time
for partnering with other colleges in program specific ways.
Co-chairing the Quality Assurance Working Group and
sharing best practices will continue.
• The review of the 2017 SDL Tools has begun; QA staff and
Committee will review a total of 243 Tools. The number of
goals requiring resubmission will determined as the process
proceeds.
• 24 Learning diaries will be reviewed by assessors. Whether
any of these members require further assessment will be
determined as the review progresses.
• Completed. Of 219 members participating in the 2 Step PPA.
10 moved onto Step 2-of these 8 were deemed competent
and 2 were issued Specified Continuing Education (SCERP).

• Review 500-hour learning diaries
and practice assessments.
• Review PPA reports of members
going onto Step 2 of the PPA
39

Strategic Planning
Objective
1.3 Identify and respond to
areas beyond entry-topractice as appropriate.

Work Plan for 2017/2018
• Work with PAPAs to determine
where QA program fits in areas
beyond entry to practice

Accomplishments
• Meeting with PAPAs in March to determine if/ how QA
programs can be revised to include beyond entry to practice
considerations.
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Quality Assurance Program
Operational Work Plan 2018/2019
Strategic Planning
Objective

2.4 Engage Registered
Dietitians in
continuous quality
improvement
programs that are
relevant to their
variable practice
settings and different
learning styles

Work Plan for 2018/2019

Accomplishments

• Begin evaluation of the 500 hour program to
determine if any changes are required.
• Develop an instructional video on “Writing
Professional Development Goals.” for members.
• Review 2.5% randomly selected SDL tools for
completeness and adequacy. Tools submitted late and
any tools which required resubmission the previous
year are also reviewed.
• Review 500-hour learning diaries and practice
assessments.
• Implement 2 step PPA for 2018.
• Implement JKAT 2018; Revise JKAT items in keeping
with the results of the 2018 pilot test and analysis.
• Review PPA Step 2 process and revise as necessary.

1.3 Identify and respond to
areas beyond entry-topractice as appropriate.

• Work with PAPAs to determine where QA program fits
in areas beyond entry to practice.
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Strategic Planning
Objective

4.2 Contribute to or lead, as
appropriate, collaborations
with our partner
organizations including:

Work Plan for 2018/2019

Accomplishments

• The Quality Assurance Program Manager is co-chair
of the FHRCO Quality Assurance Working Group
(QAWG).
• The Quality Assurance Program Manager is a member
(past chair) of the Allied Health Professional
Development Steering Committee (AHPDF).

• Alliance of Canadian
Dietetic Regulatory Bodies
• Partnership for Dietetics
Education and Practice
(PDEP)
• Dietitians of Canada
• Federation of Health
Regulatory Colleges of
Ontario
• Dietetics Education
Leadership Forum (DELFO)
• Non-Health Regulatory
Colleges
• Government ministries
• Other organizations with
shared interests
5.4 Leverage technology to
• Continue to implement automation into the QA
support delivery and
program.
evaluation of programs
and communication with
stakeholders.
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Schedule 3 - Quality Assurance Program
Draft 2018/2019 Budget
Budget
Expense
Account

Administration
(Program Costs)

Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Temp/Contracted Services
Communications Initiatives - SDL Tool Video
Computer expense: licenses, technical support, project mgmt
Other Consultants
Assessor training/facilitator honorariums + expenses
Staff Development
Staff Travel
Postage/Courier/Delivery/Mailing
Printing
Translation costs
Teleconferencing
Legal Fees
Computer Consultants
PPA Honorariums
PPA Assessor Expenses
JKAT Honorariums
JKAT Item Writer Expenses
Miscellaneous
Other Outsourced Costs-2 Step PPA incl Matrix and ICOMP
Other Program Specific:
Practicising < than 500 hrs (assessor training & honorariums
TOTAL $

Committee
Work

Total
2018/2019

7,050
2,588
720
3,640
1,720
320
1,990
2,000
9,389
36,840
2,500
3,650
5,091
5,000
2,304
1,695

139

5,000
2,750
1,200
400
5,600
83,419

$

18,167

$

7,050
2,588
720
3,640
1,720
320
1,990
2,000
9,389
36,840
2,500
3,650
5,091
5,000
2,304
139
1,695
5,000
2,750
1,200
400
5,600
101,586

Total 2017/2018 Budget
Admin Program Committee
Total
9,125
2,775
540
4,680
2,520
480
2,230
11,155
21,670
8,225
3,300
5,060
5,000
3,025
-

170

7,800
4,500
1,200
300
-

$

5,600
76,835

$

22,520

$

9,125
2,775
540
4,680
2,520
480
2,230
11,155
21,670
8,225
3,300
5,060
5,000
3,025
170
7,800
4,500
1,200
300
5,600
99,355

Actual
Program Total
2016/2017
5,000
1,838
270
1,116
1,622
89
1,653
45
9,977
21,825
4,511
45
1,621
5,110
185

6,128
4,939

$

2,080
68,053
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Practice Advisory Program
Work Plan 2017/2018 Accomplishments

Strategic Planning Objective
1.1 Monitor practice data related to highrisk areas, and address as appropriate.

Work Plan for 2017/2018
• Explore ways to monitor and manage specific
high-risk activity - Nutrition Support (Parenteral
Nutrition and Enteral Nutrition, including
Refeeding).
• Develop appropriate resources to provide
direction for RDs in prioritized high-risk areas of
practice.
• Seek Council endorsement of newly-developed
National Dysphagia Competencies.
• Update CDO Dysphagia Policy to incorporate
national competencies.
• Explore the need to further analyze the trends
coming from areas of risk cited in member SDL
Tool goals from renewal 2016 to prioritize areas
for development of supporting regulatory
resources.

Accomplishments
• Identified opportunity to monitor
and manage specific high-risk
Nutrition care through ICDEP work.
• Completed: National Dysphagia
Competencies endorsed by Council
at the March 2017 meeting.
• Completed: CDO Dysphagia policy
undated and posted to website Jan
2018.
• Completed: In Year 1, trends have
been analyzed from areas of risk
cited in member Self-Directed
Learning Tool (SDL Tool) goals
from renewal 2016. To date, SDL
Tool goals related to high-risk
dietetic practice validates RDs
perceptions of high-risk as
identified in the risk research.
• Decision to continue member SDL
tool risk goals to prioritize areas
for regulatory support (Diabetes
and insulin management; nutrition
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Strategic Planning Objective

Work Plan for 2017/2018

Accomplishments
support). Year 2 – Trends will be
analyzed in 2018.
• Initiated work to develop
Dysphagia Illustrations practice
examples for the Dysphagia
Competencies through Alliance
Regulatory Working Group
Support.

1.3 Identify and respond to areas beyond
entry-to-practice as appropriate.

•

Develop beyond entry to practice resources:
• Position Statement/Policy on Insulin
Adjustments and the RD Scope of Practice.
• Standards for Insulin Adjustments.

• Staff analysis warranted legal input
which was received in Jan 2018.
Given legal input, staff will meet in
Feb 2018 to discuss next steps on
developing beyond entry to
practice resources re: insulin
adjustments.

1.4 Ensure applicability of our standards to
diverse and emerging practice settings.

• Develop and disseminate Professional Practice
Standards for prioritized high-risk/beyond entry
to practice areas.
• Develop Interprofessional Practice Standards
based on the completed Interprofessional
Collaborative Working Group’s Collaborative
Care Principles.

• Completed Working Group’s
Collaborative Care Principles and
Best Practices guidelines.
• Developed draft CDO
Interprofessional Practice document
based on the Working Group’s
Collabrative Care Principles and
Best Practice.
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Strategic Planning Objective

Work Plan for 2017/2018
• Preliminary work to revise code of ethics for
dietitians.

Accomplishments
• Now exploring possible
collaboration with other health
colleges prior to proceeding with
position statement/standards.
• Completed preliminary work and
staff will meet in Feb 2018 to
discuss next steps. Progress will be
presented to council in March
2018 for information purposes.

2.1 Obtain regular feedback from members
regarding issues in their practice
environments for which College
guidance or policies may be required.

• Develop and incorporate questions into evaluation • Included questions in several
surveys to obtain topic requests for resource

evaluation/consultation surveys:

development to better support RDs to meet their
regulatory obligations.

2017 Annual Workshops,
Jurisprudence Sessions, Practice

• Analyze and act on relevant feedback from
Practice Advisory Service Satisfaction Surveys.
• Distribute the fall 2017 post-workshop evaluation
survey to attendees; analyze and act on relevant
feedback.
• Incorporate feedback box on website for members
and other stakeholders to provide unsolicited
comments on a regular basis; act on relevant
feedback to implement changes applicable to

Advisory Service Satisfaction, Lab
Test Ordering Authority, Standards
for Record Keeping, and Boundary
Guidelines.
• Analyzed survey results,
incorporated suggestions into
workshop and jurisprudence
content, Standards for Record
Keeping and Boundary Guidelines.

Practice Advisory Program.
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Strategic Planning Objective

Work Plan for 2017/2018

Accomplishments
• Feedback box on website put on
hold due and will consider
feasibility to incorporate into new
website.

2.2 Provide specific and relevant support to
Registered Dietitians in all areas of
dietetic practice.

• Continue delivering the Practice Advisory
Program:

• Practice Advisory Service
continues. Inquiries for Q1-Q3 in
F2017-18 are 4% higher than

• One-to-one contact via phone/email to
Practice Advisory Service.
• Three times per year publication of
professional practice articles within résumé
newsletter.
• Continue “test your knowledge” surveys
attached to educational resources.

comparative time period in F201617.
• Three issues of resume published;
15 professional practice articles
included.
• Included test your knowledge
survey in article titled: Is it Ok to go

on a Date with a Former Client?
• Deliver annual education workshop series on
the topic of Boundaries to RDs in all areas of
dietetic practice.
• Deliver presentations upon request: Dietetic
interns on Jurisprudence, students on evidencebased practice, RDs on workplace and other
issues impacting dietetic practice, conference

• A total of 626 RDs (16% of
membership) and 60 dietetic
interns attended the workshops
delivered in 32 in-person locations
throughout Ontario, plus an
additional 5 locations via video
conferencing.
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Strategic Planning Objective

Work Plan for 2017/2018
presentations related to professional
obligations for dietetic practice.

Accomplishments
• Delivered an additional 13
presentations: 7 to dietetic interns
on jurisprudence; 1 to dietetic
interns and RDs on natural health
products and RD scope, 2 to RDs
on record keeping, 1 to undergrad
students on evidence-based
practice.

3.3 Explore innovative media and
communications to connect with CDO’s
stakeholders.

• Develop two (2) new member education videos
based on Boundaries.
• Develop e-learning module on the 2017 Fall
Workshop.
• Implement process to efficiently and effectively
report on website usage of College tools to
support RDs in their practice.

• Two member education videos
were created on Boundary
Crossings:
1. Dual Relationships
2. Keeping it Professional
• In progress.
• Process established for fiscal
2018-2019 to report on top 10
resource usage in Council
Management Reports and to
identify high/low usage to
feature resources in
communications, on social media
and to ID potential themes for
future resource development.
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Strategic Planning Objective
3.4 Increase the level of member
engagement in the work of the College.

Work Plan for 2017/2018
• Apply research re: best practice survey
consultations.
• Use social media, webinars, e-mail broadcasts,
face-to-face presentations and workshops to
raise awareness of consultations, surveys,
workshops and resource availability.
• Incorporate questions into Practice Advisory
Service satisfaction survey, annual workshop
evaluation and e-learning modules for RDs to
evaluate whether using College tools and
processes improved their learning.

5.5 Ensure ongoing CDO work is based on
relevant information and evidence.

Accomplishments
• Incorporated best practice
research striving to be clear and
concise in questioning within
survey consultations; included
multiple choice and open-ended
text responses.
• Completed and ongoing for
future events, resources,
consultations, etc.
• Completed.

• Drafted for dissemination in Feb
• Disseminate annual survey to RDs on member
2018.
education videos to assess whether these tools
improved their learning.
• Continue to conduct comprehensive environmental • Completed and ongoing for future
scans when creating policies, standards of
practice, educational resources and other
regulatory tools.

projects.
• Completed and ongoing for future
projects.

• Conduct literature searches and cite
references/resources within all CDO educational
materials, as appropriate.
Additional Projects

• Submission to Ministry of Health and Long-Term
Care proposing authority for RDs to order
lab tests.

• Collaborated with other Colleges,
circulated member consultation
survey and submitted proposal to
Ministry on Dec 21, 2017.
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Practice Advisory Program
Work Plan 2018/2019

Strategic Planning Objective
1.1 Monitor practice data related to highrisk areas, and address as appropriate.

Work Plan for 2018/2019

Accomplishments

• Explore supporting Partnership for Dietetic
Education and Practice working group in revising
entry-to-practice competencies to ensure
Nutrition Support competencies (e.g. Parenteral
and Enteral Nutrition), identified as high-risk
activities, are included.
• Analyze trends coming from areas of risk cited in
SDL Tool goals from member 2017 renewal to
establish a regulatory monitoring process.

1.3 Identify and respond to areas beyond
entry-to-practice as appropriate.

•

Develop beyond entry-to-practice resources
based on identified priorities and QA data
including high-risk/beyond entry :
• Complete the Dysphagia Practice Illustrations
to support Dysphagia Competencies.
• Continue the work to develop a position
statement for insulin adjustments and
accompanying standards of practice.

1.4 Ensure applicability of our standards to
diverse and emerging practice settings.

•

Develop and disseminate Professional Practice
Standards for prioritized practice areas:
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Strategic Planning Objective

Work Plan for 2018/2019

Accomplishments

• Begin work in support of position statement
on Telepractice.

• Explore process for moving forward with
revisions to the Jurisprudence Handbook.
• Work with other health colleges to support
multi-college adoption of Collaborative Care
Guidelines.
• Pending authority approval from Ministry:
revise the Professional Practice Standards for
Ordering Lab Tests.
• Proceed with Code of Ethics work based on
Council’s input/approval.
2.1 Obtain regular feedback from members
regarding issues in their practice
environments for which College
guidance or policies may be required.

• Analyze and act on relevant feedback from
Practice Advisory Service Satisfaction Surveys.
• Distribute post-workshop evaluation survey to
attendees; analyze and act on relevant feedback.

2.2 Provide specific and relevant support to
Registered Dietitians in all areas of
dietetic practice.

• Continue delivering the Practice Advisory
Program:
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Strategic Planning Objective

Work Plan for 2018/2019

Accomplishments

• One-to-one contact via phone/email to Practice
Advisory Service;
• Three times per year publication of professional
practice articles within résumé newsletter;
• Continue “test your knowledge” surveys
attached to résumé articles;
• Deliver annual education workshop series: Topic
TBD to RDs in all areas of dietetic practice; and
• Deliver presentations upon request: Dietetic
interns on Jurisprudence and evidence-based
practice, RDs on workplace and other issues
impacting dietetic practice, Conference
presentations related to dietetic practice.
• Implement processes for RDs to report that using
College resources improved their learning.
3.3 Explore innovative media and
communications to connect with CDO’s
stakeholders.

• Use social media (Facebook, twitter, etc.) to
connect with stakeholders re: availability of
resources, consultations, workshops and other
College educational materials.
• Develop 2 professional practice question videos
for website, topics TBD.
• Develop e-learning module on annual Workshop.

52

Strategic Planning Objective

Work Plan for 2018/2019

Accomplishments

• Collect information on usage of College tools to
improve support to RDs in their practice.
3.4 Increase the level of member
engagement in the work of the College.

• Use social media (Facebook & Twitter),
webinars, e-mail broadcasts, face-to-face
presentations and workshops to continue to raise
awareness of consultations, surveys, workshops
and resource availability.

5.5 Ensure ongoing CDO work is based on
relevant information and evidence.

• Continue to conduct comprehensive environmental
scans when creating policies, standards of
practice, educational resources and other
regulatory tools.
• Conduct literature searches and cite
references/resources within all CDO educational
materials, as appropriate.
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Schedule 4 - Practice Advisory Program
Draft Budget 2018/2019
Expense
Account

Proposed Budget
2018/2019

Resume (3 issues)
Computer Expenses (iMIS Reports, Webinar)
Communication Initiatives - RD workshops, presentations
Communications Initiatives - Networking
Communications Initiatives - Workshop video
development
Staff Development
Staff Travel
Telephone/Internet
Postage/Courier/Delivery/Mailing
Printing (e-Guides/Private Practice/Reg Consult)
Translation
Teleconferencing
Legal Fees (Resume articles and Practice Advisory
Service inquiries/issues)
TOTAL $

Actual
Program Total
2016/2017

Budget
2017/2018

650

30,300
540

29,050
931

14,000
650

15,690
3,915

14,867
3,473

20,000
5,520

15,820
3,045

15,262
4,538

-

-

640
4

18,715
20

1,278
60
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6,611

3,277

2,352

66,165

$

73,925

$

71,165

NOTES:
1. There are no committees which directly work for this program therefore no committee costs are recorded here.

54

Patient Relations Committee
2017/2018 Work Plan Accomplishments
Strategic Objectives
3.1 Continue to educate the public and other
stakeholders regarding how the CDO fulfills its
public protection mandate.

Work Plan for 2017/2018
• Oversight of the Public Education Strategy
to ensure that it is carried out as planned
and achieving the outcomes desired.

Accomplishments
The Committee received a report from
the Communications Manager
describing how the public
communications plan was carried out.

4.1 Maintain and enhance our relationship with the
Ministry of Health and Long-Term Care.

• Review MOHLTC reports and proposals and

There were none this year.

identify any potential CDO response and
desired actions.

5.2 Ensure Council, Committees and Staff have
sufficient capacity to deliver CDO goals.

• Ensure that the College is prepared to
handle cases of sexual abuse by its
members.

• To date, as there have not been any
sexual abuse cases at the College,
the policy is to provide “just in time”
training should a case ever arise.

• Education is being develop by
FHRCO for all colleges about how to
handle cases of sexual abuse. This
education will be ready shortly. The
Registrar & ED is participating in this
work.
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Patient Relations Committee
Work Plan 2018/2019
Strategic Objectives
3.1 Continue to educate the public and other

Work Plan for 2018/2019
• Oversight of the Public Education Strategy to

stakeholders regarding how the CDO fulfills its
public protection mandate.

ensure that it is carried out as planned and
achieving the outcomes desired.

4.1 Maintain and enhance our relationship with the

• Review the MOHLTC reports and proposals

Ministry of Health and Long-Term Care.

Accomplishments

and identify any potential College response
and desired actions.
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Patient Relations Committee
Draft 2018/2019 Budget
Committee Work
Proposed full year
budget 2018/2019
$
1,925
938
90
535
215
40
360

Description
Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Legal
Teleconferencing
Consultants
Contracts
Printing/Manuals/Delivery/Mail
Admin/Miscellaneous

Total $

$

Budget
2017/2018
1,925
938
90
555
210
40
325

75
-

75
-

-

-

4,178

$

4,158

Unaudited
Actual Expenses
Apr 1 - Dec 31/17
$
100
75

Audited
Actual Expenses
2016/2017
1,200
638

-

640

8

$

183

63

$

2,541

Assumptions:
1. 1 full day face-to-face meeting & 3, 1/4 day teleconferences
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Patient Relations Program — Operational Work Plan 2017/2018 Accomplishments
2012/13

Strategic Objective
2.2 Provide specific and relevant support to
Registered Dietitians in all areas of dietetic
practice.

Accomplishments

Work Plan for 2017/2018
• With the Practice Advisory Program

• Participated in the creation of

support, roll out a member education
for the new Sexual Abuse Prevention

videos for both members and the
public about boundaries based on

Plan (2017) and the Boundary
Guidelines for RDs in Ontario

these two documents. Also

(2017).

learning module and a resource

participated in the creation of a
page on the website for boundary

• Update the Jurisprudence Handbook.
• Update the look and feel of résumé.

issues.
• The Jurisprudence Handbook was
updated to include changes in the
law, references to new College
standards and guidelines.
• A new electronic format is being
created for résumé as part of the
new website project. The new
résumé will be launched with the
Spring 2018 issue.

2.3 Ensure accessibility of policies and
processes to facilitate effective and timely
enforcement of/compliance with
applicable laws and regulations.
3.1 Continue to educate the public and other
stakeholders regarding how the CDO
fulfills its public protection mandate.

• While updating the College website,
create a section on the website for
easy access to CDO policies and
procedures.
• Implement Year 2 of the Public
Education Strategic plan.

• This was addressed as part of new
design for the website.

Done.

58

Strategic Objective
3.3 Explore innovative media and
communications to connect with CDO’s
stakeholders.

Work Plan for 2017/2018
• Continue to explore social media
channels, such as Facebook, for lowcost and highly effective
communications to connect with the
public and members.

Accomplishments
• Continued the use of the College’s
social media channels (Twitter,
YouTube and Facebook) to promote
our educational materials which
include videos, articles and
learning modules.
• Used Facebook sponsored ads to
promote three College videos with
great success.

4.2 Contribute to or lead, as appropriate,
collaborations with our partner organizations
• Federation of Health Regulatory
Colleges of Ontario.

• Continue to Chair the FHRCO
Communications Committee.

As Chair of the FHRCO committee,
the Communication Manager
contributed to developing a new
Ontario Health Regulators website
and social media channels. Also
helped create a new video for the
public to explain the value of health
regulation and how to access
reliable information online about
regulatory colleges and regulated
health professionals.
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Communications — Operational Work Plan 2018/2019

Strategic Objective
3.1 Continue to educate the public and
other stakeholders regarding how the
CDO fulfills its public protection
mandate.

Work Plan 2018/2019

Accomplishments

• Implement Year 3 of the Public Education
Strategic plan that was developed with the Patient
Relations Committee.
• Begin research, benchmarking and assessment of
the 2016-2020 strategic communication plan to
lay the foundations to support the Patient Relations
Committee in developing a new public education
plan which will be done in 2019/2020.
• Manage the publication of the College’s Annual
Report and find new ways to illustrate how the
College is accountable and fulfills its public
protection mandate. (General Admin Budget).

3.2 Continue to educate our members
regarding CDO’s services and
activities, and how they support public
protection.

• Implement the Member education strategy that
was developed in 2017/18.
• Manage the publication of three seasonal issues
of the résumé newsletter in the new electronic
format.

3.3 Explore innovative media and
communications to connect with
CDO’s stakeholders.

• Develop a social media communications strategy
to ensure that College educational and
communication materials, such CDO videos,
articles, newsletter, annual report or practice
scenarios, are effectively leveraged through social
media and other distribution channels.
• Explore how to use our communications resources
effectively and efficiently, i.e., the College website,
emails and social media channels.
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Strategic Objective

Work Plan 2018/2019

Accomplishments

• Work in collaboration with program leads to
ensure that CDO communication tools, technology
and new media are leveraged and evaluated
regularly.
4.2 Contribute to or lead, as appropriate,
collaborations with our partner
organizations.

5.4 Leverage technology to support
delivery and evaluation of programs
and communication with stakeholders.

• Continue to represent the College as Chair of the
FHRCO Communications Committee.
• Continue to represent the College on the Ontario
Regulatory Communicators’ Network.
• Continue to work on the Website for clarity and
filling in any gaps, complete the French website
and continue to develop accessible online
resources.
• Search for and evaluate new digital technologies
or social media and optimize existing ones to
assess where they might add value to College
communications and programs.
• The Communications Manager will attend the
IABC conference to keep abreast and learn about
developing trends in communication technology
and new media.
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Schedule 5 - Patient Relations Program
Draft 2018/2019 Budget
Budget
Expense
Account

Administration
(Program Costs)

Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Committee Development
Contracted Services / Consultants (IT Help)
Computer
Communications Initiatives-Public Education
Staff Development
Staff Travel
Postage/Courier/Delivery/Mailing
Printing
Translation costs
Teleconferencing
Legal Fees (re copyright etc.)
Bank charges
Miscellaneous
Other Program Specific:
- On-Line e-Learning Education Modules
TOTAL $

Committee
Work

Total
2018/2019

1,925
938
90
535
215
40
360

1,925
938
90
535
215
40
360
85,400
75
-

85,400
-

75

85,400

$

4,178

$

89,578

Actual
Total 2017/2018 Budget
Admin
Committee
1,925
938
90
555
210
40
325
86,000
-

75

$

86,000

$

4,158

$

Total
1,925
938
90
555
210
40
325
86,000
75
90,158

ProgramTotal
2016/2017
1,200
638

640

86,383
803

63

$

89,727
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Discipline & Fitness to Practice (FTP) Committee
Work Plan 2017/2018 Accomplishments
Strategic Goal and Objective
5.2 Ensure Council, Committees and Staff
have sufficient capacity to deliver
CDO goals.

Work Plan for 2017/2018
• Orient committee members about responsibilities
and work of the Discipline & FTP Committee, on
an as needed basis.
• Additional education and committee member
development as needed when panels are formed
for specific hearings.
• 1-2 Committee members to attend FHRCO

5.1 Ensure excellent organizational
governance of the College.

Accomplishments
• Committee received orientation from
Independent Legal Counsel.
• One FTP hearing was conducted.
Panel received orientation and
training from Independent Legal
Counsel in preparation for hearing.
• Committee received orientation and

workshop on conducting discipline hearings or

training from Independent Legal

Independent Legal Counsel lead training for
Committee.

Counsel.

• Hold hearings as required.

• One FTP hearing was conducted. This
was the only active matter before
either the FTP Committee or the
Discipline Committee.
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Discipline & Fitness to Practice Committee
Work Plan 2018/2019
Strategic Goal and Objective
5.2 Ensure Council, Committees and Staff
have sufficient capacity to deliver
CDO goals.

Work Plan for 2018/2019

Accomplishments

• Orient committee members about responsibilities
and work of the Discipline & FTP Committee, on
an as needed basis.
• Additional education and committee member
development as needed when panels are formed
for specific hearings.
• 1-2 Committee members to attend FHRCO
workshop on conducting discipline hearings or
Independent Legal Counsel lead training for
Committee.

5.1 Ensure excellent organizational
governance of the College.

•

Hold hearings as required.
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Discipline & Fitness to Practice Committee
Draft Budget 2018/2019
Committee Work

Description
Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Dev.
Legal
Teleconferencing
Consultants
Contracts
Delivery/Printing/Mailing
Admin/Miscellaneous

Proposed
Budget
for 2018/2019
$
2,450
180
1,240
860
120
440
1,200
2,885
25

Budget
2017/2018
$
2,450
-

9,400

Audited
Actual Expenses
2016/2017

1,470
840
120
400
1,200
2,885
25

-

Total $

Unaudited
Actual Expenses
Apr 1 - Sept 30/17

$

9,390

$

-

$

-

Assumptions:
1. 1 full day face-to-face meeting for orientation and 1, 1/2 day teleconference for panel hearing preparation
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“ICRC”
Investigations, Complaints & Reports Committee
2017/2018 Work Plan Accomplishments
Strategic Goal and Objective

Work Plan for 2017/2018

Accomplishments

5.2 Ensure Council, Committees and Staff
have sufficient capacity to deliver CDO
goals.

• Annual Committee orientation and training.

5.2 Ensure Council, Committees and Staff
have sufficient capacity to deliver CDO
goals.

• Additional education and committee member
development as needed.

• Registrar delivered orientation to
Committee and to new Committee
members when added.
• Registrar and Case Manager educate
panel members when relevant to casespecific issues (e.g. information about
handling of incapacity matters)

5.1 Ensure excellent organizational
governance of the College.

• Approve section 75 investigations and handle • Complaints and reports matters
complaints and reports received by the College
in keeping with the statutory requirements of the

handled on an ongoing basis. One
matter was appealed by a

RHPA

complainant to HPARB. HPARB upheld

Code,

including ensuring

adequate

investigations and appropriate decisions to

the Committee’s decision.

address public protection.
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“ICRC”
Investigations, Complaints & Reports Committee
2018/2019 Work Plan
Strategic Goal and Objective

Work Plan for 2018/2019

Accomplishments

5.2 Ensure Council, Committees and Staff
have sufficient capacity to deliver CDO
goals.

• Annual Committee orientation and training.

5.2 Ensure Council, Committees and Staff
have sufficient capacity to deliver CDO
goals.

• Additional education and committee member
development as needed.

5.1 Ensure excellent organizational
governance of the College.

• Approve section 75 investigations and handle
complaints and reports received by the College
in keeping with the statutory requirements of the
RHPA

Code,

including ensuring

adequate

investigations and appropriate decisions to
address public protection.
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Investigation, Complaints and Reports Committee
Draft Budget 2018/2019
Committee Work

Description
Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Council/Committee Development
Legal
Teleconferencing
Consultants
Contracts
Delivery/Printing/Mailing
Admin/Miscellaneous

Proposed
Budget 2018/2019
$
2,800
2,475
180
910
430
80
400
6,356
130

$

-

Total $

13,761

Budget
2017/2018
2,800
2,475
180
930
420
80
360
3,900
130

Unaudited
Actual Expenses
Apr 1 - Dec 31/17
1,575
1,613
90
334
300
28

Audited
Actual Expenses
2016/2017
1,675
1,238
68

66
4,787
128

125

50

$

11,325

$

8,856

$

3,171

Assumptions:
1. 1, full day face-to-face orientation meeting
2. 10, 1/4 day panel teleconference mtgs
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Standards and Compliance Program
Operational Work Plan 2017/2018 Accomplishments
Strategic Goal and Objective
5.4 Leverage technology to support
delivery and evaluation of programs
and communication with stakeholders.

Work Plan for 2017/2018
• Scanning of historical ICRC, Discipline and
Fitness to Practice files.

Accomplishments
• Files have been scanned by thirdparty company.

69

Standards and Compliance Program
Operational Work Plan 2018/2019
Strategic Goal and Objective

Work Plan for 2018/2019

5.4 Leverage technology to support
delivery and evaluation of programs
and communication with stakeholders.

• Continue work to improve organization of ICRC,
Discipline and Fitness to Practice electronic files,
including integration of scanned paper files

Accomplishments
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Schedule 6 - Standards & Compliance Program
Draft Budget 2018/2019
Expense
Account

Administration
(Program Costs)

Per Diem - Meetings
Per Diem - Preparation
Per Diem - Travel/Other
Travel - Transportation
Travel - Accommodation
Travel - Meals
Food - Meetings
Committee Development
Contracted Services/Consultants
Investigations
Investigations: Case Management
Staff Development
Staff Travel
Postage/Courier/Delivery/Mailing
Printing
Translation costs
Teleconferencing
Legal Fees
Bank charges
Miscellaneous

Committee
Discipline/FTP
ICRC
2,450

Hearings
Reserve Fund

Total
2018/2019

2,800
2,475
180
910
430
80
400

180
1,240
860
120
440
1,200
17,000
34,000

-

25
2,885

TOTAL $

51,000

$

9,400

130
6,356

$

13,761

$

-

$

5,250
2,475
360
2,150
1,290
200
840
1,200
17,000
34,000
155
9,241
74,161

Admin

Total 2017/2018 Budget
Discipline/FTP
ICRC
Reserve
2,450

Total

2,800
2,475
180
930
420
80
360

1,470
840
120
400
1,200

5,250
2,475
180
2,400
1,260
200
760
1,200
25,000
24,000

25,000
24,000

25
2,885

5,000

$

54,000

$

9,390

$

Actual
Total
2016/2017

50

50

130
3,900

155
26,785

11,325

15,000

$

15,000

$

89,715

1,675
1,238
68

66

18,471
26,531

125
24,662

$

72,836

71
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Council Attachment 6.1

Regulation - Minister

New Regulations made under the Regulated Health Professions Act, 1991
Regulation Number(s):
New Regulation
Bill or Act:
Regulated Health Professions Act, 1991
Summary of Proposal:
1. Criteria defining who is a patient, for the purpose of sexual abuse
The proposed regulation establishes criteria for the purpose of defining who is a patient, in the context of sexual abuse.
According to the criteria, an individual can be considered a patient where there is a direct interaction between the individual and
the member of the regulated health profession and any of the following conditions are met:
-

The
The
The
The

regulated
regulated
individual
regulated

health professional has charged or received payment for a health care service provided to the individual
health professional has contributed to a health record or file for the individual
consented to a health care service recommended by the regulated health professional
health professional prescribed a drug that can only be obtained with a prescription, to the individual

2. Additional information required on the College register
The proposed regulation would further expand the information that each health regulatory college is required to post about
members of the profession on the college register:
- All criminal findings of guilt in Canada (per the Criminal Code and the Controlled Drug and Substance Act) that have not been
overturned on appeal, and where a record suspension has not been issued
- All criminal charges that are in effect in Canada
- Bail conditions and other release conditions related to a charge that are in effect in Canada
- Disciplinary findings by any professional regulatory or licensing authorities in any other jurisdictions
- Licenses and registration held in any other jurisdictions
3. Prescribed offences
College Discipline Committee panels would be required to revoke the certificate of registration of members found guilty of
professional misconduct under clause 51(1)(a) of the Health Professions Procedural Code, which is Schedule 2 of the Regulated
Health Professionals Act, 1991 where the offence for which the member has been found guilty is one of the following offences
under the Criminal Code:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

151 - Sexual interference
152 - Invitation to sexual touching
153 - Sexual exploitation
153.1 - Sexual exploitation of a person with disability
160 (3) - Bestiality in the presence of or by a child
162 - Voyeurism
162.1 - Publication, etc., of an intimate image without consent
163.1 - Child pornography
170 - Parent or guardian procuring sexual activity
171.1 - Making sexually explicit material available to a child
172.1 - Luring a child
172.2 - Agreement or arrangement - sexual offence against a child
271 - Sexual assault
272 - Sexual assault with a weapon, threats to a third party or causing bodily harm
273 - Aggravated sexual assault

Further Information:
Patient Criteria Regulation (Draft)

(Download Adobe Reader)

Prescribed Information Regulation (Draft)
Prescribed Offences Regulation (Draft)

(Download Adobe Reader)

(Download Adobe Reader)

Proposal Number:
18-HLTC020
1/2

3/22/2018

Posting Date:
March 2, 2018
Comments Due Date:
March 22, 2018
Contact Address:
Health Workforce Planning and Regulatory Affairs Division
56 Wellesley St W, 12th floor
Toronto, ON M5S 3R9
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Council Attachment : 8.1

CDO Elections 2018 Report
Districts 5, 6 & 7

This year, elections took place in Districts 5, 6 and 7. On January 23, 2018, election notices were
sent to general members by email and posted in the news section of the College website. The
nominations period was closed on February 20th, 2018, at 5pm.
There was only one nomination for each district. Therefore, the members nominated for Districts 5,
6 and 7 were elected by acclamation.
Acclaimed Members
District 5
1 Council Position
District 6
1 Council Position
District 7
1 Council Position

Submitted by Monique Poirier
Communications Manager
March 1, 2018

Teresa Taillefer
Trina Pearson
Diana Balicsak

Council Attachment 9.1
2018 Proposed Lab Tests for Nutrition Assessment and Monitoring
For Ministry of Health and Long-Term Care Cost Forecasting

LAB TEST

RATIONALE FOR NUTRITION ASSESSMENT & MONITORING

[CODE]

HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

VITAMINS
Retinol

- Retinol is measured to determine Vitamin A status.
- Vitamin A is required for adequate vision; absorbed in small intestine.
- Patients that have undergone bariatric surgery often encounter changes in fat
digestion and malabsorption of fat-soluble vitamins; assessed post-operatively to
determine deficiency and compliance with multivitamin/mineral supplements.
- Assessed in combination with iron and copper as deficiencies in these minerals can
impair vitamin A levels.
- Low levels seen in smokers and patients with Cystic Fibrosis; high levels seen postsurgery in lung transplant patients with Cystic Fibrosis.

- Educate patients on foods containing
high vitamin A to increase dietary intake.
- Recommend patients take oral vitamin A
supplements.
- Supplement/adjust vitamin A in Enteral
Nutrition (EN) or Parenteral Nutrition
(PN).
- Assess iron and copper levels.

Serum Vitamin B1
(Thiamine)

- Thiamine helps the body convert carbohydrates into energy and is imperative for
proper glucose metabolism, essential for the functioning of the heart, muscles, and
nervous system; absorbed in middle section (jejunum) of small intestine.
- Monitored to rule-out/prevent Beriberi: a nervous system ailment caused by thiamine
deficiency.
- As jejunum is bypassed in some patients that have undergone bariatric surgery;
malabsorption of thiamine may occur.
- Monitoring this lab identifies deficiencies and compliance of multivitamin
supplementation post-operatively.
- Thiamine deficiency seen in patients with excessive alcohol consumption and in
breast fed infants whose mother is thiamine deficient.
- Patients with folate or protein deficiency often have poor thiamine absorption.
- Malnourished patients at risk for refeeding syndrome are usually low in water soluble
vitamins, most commonly thiamine.

- Educate patients on foods containing
high thiamine to increase dietary intake.
- Recommend patients take oral thiamine
supplements.
- Supplement/adjust thiamine in EN or PN.
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[CODE]

HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

Vitamin B3
(Niacin)

- Assists in the functioning of the digestive system, skin, and nerves; important for the
conversion of food to energy.
- Niacin can be used in patients who are not tolerating statin cholesterol-lowering
mediations; works by slowing the liver's production of Low-Density Lipoprotein (LDL)
(the bad) cholesterol and also raises High-Density Lipoprotein (HDL) (the good)
cholesterol.
- Deficiencies uncommon; monitored in patients taking supplements for cholesterol
management to screen for high levels that can be toxic to the liver.

- Collaborate with physician re: need for
(or adjustment to) niacin vitamin
supplementation for cholesterol
management.
- Educate clients on appropriate oral
niacin supplementation and dietary
sources of niacin to increase intake.
- Supplement/adjust EN or PN.

Serum Vitamin B12
(Cobalamin)

- Involved in the metabolism of every cell of the human body, especially maturation of
red blood cells, DNA synthesis and regulation, fatty acid synthesis and energy
production; requires gastric acid and intrinsic factor (secreted naturally by the
stomach) for absorption.
- Vitamin B12 deficiency can lead to pernicious anemia, neurological and
neuromuscular disorders and failure.
- Patients that have undergone bariatric surgery, gastrectomy patients and the elderly
often experience low gastric acid production which is required for release of vitamin
B12 from protein foods; these populations also experience decreased intrinsic factor
production leading to decreased vitamin B12 absorption.
- Vitamin B12 deficiency also seen in genetic disorders of vitamin B12 metabolism,
chronic kidney disease, inflammatory bowel disease (Crohn’s disease and Ulcertive
Colitis), Celiac disease, congestive heart failure, those consuming a vegan diet and
athletes.
- Vitamin B12 deficiency can be masked by high folate levels; often checked along
with folate.
- Monitored in diabetic patients on Metformin (an oral hypoglycaemic agent) as this
medication can lower vitamin B12 levels.

- Educate patients on foods containing
vitamin B12 to increase dietary intake.
- Recommend patients take oral vitamin
B12 supplements.
- Supplement/adjust vitamin B12 in EN or
PN.
- Collaborate with physician re: need for
vitamin B12 injections in patients with
absorption issues.
- Consider ordering Methylmelonic Acid
(see below), where available.

[L345]
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- Low levels may indicate depleted stores and/or absorption issues.

Methylmelonic Acid
(MMA)
(serum and urine)

Vitamin C
(Ascorbic Acid)
[L019]




- Where this test is available, MMA is a better indicator of active vitamin B12 than
serum vitamin B12.
- Monitored to help identify early or mild vitamin B12 deficiency; test may be ordered
as a follow-up to a vitamin B12 test result that is in the lower end of the normal
range.
- May be elevated in patients with inborn errors of metabolism involving B12
metabolism.
- Low levels may indicate depleted stores and/or absorption issues.
- Often ordered with homecysteine and folate due to interactions.
- Urinary MMA is a non-invasive indicator of active vitamin B12 status that enables
RD to determine if deficiency is related to dietary intake or malabsorption.
- Provides a good index of vitamin B12 stores and distinguishes between folate and
vitamin B12 deficiencies.

- Educate patients on foods containing
vitamin B12 to increase dietary intake.
- Recommend patients take oral vitamin
B12 supplements.
- Supplement/adjust vitamin B12 in EN or
PN.
- Collaborate with physician re: need for
vitamin B12 injections in patients with
absorption issues.

- Vitamin C is required for the growth and repair of all body tissues; an important
protein used to make skin, scar tissue, tendons, ligaments, and blood vessels; also
essential for the healing of wounds and for the repair and maintenance of cartilage,
bones and teeth.
- Deficiencies seen in smokers and patients on dialysis who have increased vitamin C
needs due to losses during dialysis treatment; toxicities are rare.

- Educate patients on high vitamin C foods
to increase dietary intake.
- Recommend patients take oral vitamin C
supplements.
- Supplement/adjust vitamin C in EN or
PN.

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.
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RATIONALE FOR NUTRITION ASSESSMENT & MONITORING

HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Vitamin D required for absorption of calcium to maintain bone health and for
prevention/monitoring of osteoporosis, reducing risk of bone fracture and adequate
immune function.
- Helpful to obtain baseline measurement; monitored to treat deficiencies, adequacy
of dose and to prevent toxicities in patients on mega-doses (e.g., paediatric
oncology and some patients that have undergone bariatric surgery).
- Often monitored along with calcium and parathyroid hormone (PTH) due to
interactions in body mechanisms to absorb calcium.
- Deficiencies seen in obese population, long-term hospital stays, the elderly, liver
disease, inflammatory bowel disease, Cystic Fibrosis, Celiac disease, oncology
patients, post-operatively in bariatric surgery patients, pregnancy, athletes,
vegetarians, vegans and those with food allergies/intolerances to milk and soy (both
of which are fortified with vitamin D).
- Renal bone disease is a common complication of chronic kidney disease and results
in both skeletal complications (e.g., abnormality of bone turnover, mineralization,
linear growth) and extra-skeletal complications (e.g., vascular or soft tissue
calcification); patients with kidney disease often experience low vitamin D as
conversion to the active form of vitamin D occurs in the kidneys; ability to do so may
be impaired in this patient population.

- Educate patients on foods with high
vitamin D to increase dietary intake.
- Recommend patients take oral vitamin D
supplements.
- Supplement/adjust vitamin D in EN or
PN.
- For those at risk for osteoporosis,
collaborate with physician re: need for
bone-building medication regimen.
- Monitor in combination with calcium and
PTH levels.

[CODE]

25-Hydroxy Vitamin D
[L606]
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- This form of vitamin D reflects successful conversion (in the kidneys) from the inactive
monohydroxy form of vitamin D to the active dihydroxy form.
- In kidney disease, this conversion may be compromised; thus the lab level of 1,25
Vitamin D can help RDs identify issues with conversion of vitamin D to active form.
- If there are bone issues (e.g., early-onset osteoporosis), 1,25 Vitamin D may be
warranted to identify conversion issues.
- 1,25 Vitamin D may also be recommended if liver enzymes are high, and/or if 25hydroxyvitamin D is either very low or very high.

- RD would collaborate with physician
regarding the need for Calcitriol
medication which is often prescribed in
patients with impaired active vitamin D
conversion.
- In patients on Calcitriol, RD would need
to consider monitoring calcium and PTH
in addition to 1,25 Vitamin D as this
medication may cause calcium levels to
increase which could lead to soft tissue
calcification.
- RD may also educate patients to modify
intake or the timing of vitamin D and
calcium-containing foods as Calcitriol
may interfere with the absorption of
these nutrients.

- Vitamin E is an antioxidant that protects body tissue from damage caused by free
radicals; important in the formation of red blood cells and it helps the body to use
vitamin K; vitamin E is absorbed in small intestine.
- Patients with pancreatic insufficiency, fat malabsorption, Cystic Fibrosis, short bowel
syndrome and patients that have undergone bariatric surgery encounter changes in
fat digestion and malabsorption of fat-soluble vitamins leading to deficiencies.
- Monitored in lung transplants in those with Cystic Fibrosis as patients often
experience elevated vitamin E levels post-surgery.

- Educate patients on foods containing
high vitamin E to increase/decrease
intake.
- Recommend patients take oral vitamin E
supplements.
- Supplement/adjust vitamin E in EN or
PN.

[CODE]

1,25-Dihydroxy
Vitamin D
[L588]

Vitamin E
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RATIONALE FOR NUTRITION ASSESSMENT & MONITORING

[CODE]

HOW NUTRITION CARE PLAN
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RESULTS

MINERALS
Calcium
(ionized, corrected and
serum)
[L046]




- Serum calcium measures free-flowing calcium in the blood that is not attached to
protein (as serum calcium is attached to the protein albumin); checked to determine
the severity of abnormal serum calcium.
- High levels may indicate secondary hyperparathyroidism, excessive vitamin D
intake, decreased urinary calcium excretion (often seen in predialysis patients),
metastatic bone tumours or multiple mylenoma.
- Low levels seen in patients with low thyroid function, kidney failure and vitamin D
deficiency.
- Corrected calcium provides an assessment of serum calcium while taking into
account calcium bound to albumin.

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.

- Educate patients on high calcium
containing foods to increase/decrease
dietary intake.
- Recommend patients take calcium
supplements along with vitamin D (as
applicable).
- Supplement/adjust calcium in EN or PN.
- Collaborate with physician re: need for
bone-building medication if
supplementation is not improving levels.
- In kidney disease patients:
- collaborate with physician re:
abnormal calcium levels to modify
calcium-based phosphate binders
and/or vitamin D supplements.
- If calcium is high, collaborate with
physician re: need for IV fluids and/or
adjustments to diuretic medications.
- Collaborate with MD regarding other
drug-nutrient interactions impacting
with calcium levels.
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Chromium

Copper
[L063]

Magnesium
[L165]




HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Essential for normal carbohydrate and lipid metabolism.
- Excreted in urine; those on PN who have renal failure may require chromium
restriction.
- Deficiency often seen in long-term PN patients; low levels can lead to impaired
glucose tolerance and release of free fatty acids.

- Recommend oral chromium supplements
to increase intake.
- Supplement/adjust chromium in EN or
PN.

- A trace mineral, part of several enzymes and proteins that are essential for
adequate use of iron by the body.
- Copper is mainly absorbed in first part of small intestine (duodenum), small amounts
absorbed in stomach; excreted in bile.
- Routinely monitored in patients on PN with abnormal liver function.
- Deficiencies also seen in patients that have undergone bariatric surgery, patients
with protein-energy malnutrition, burn patients, and those on dialysis.
- Typically monitored with albumin as copper is transported to liver bound to albumin;
low albumin may give false low serum copper result.
- Interacts with zinc and iron; if checking copper consider iron status and zinc.

- Educate patients on foods containing
high copper to increase/decrease dietary
intake.
- Recommend patients take oral copper
supplement.
- Supplement/adjust copper in EN or PN.
- Monitor albumin and zinc levels.
- Collaborate with physician re: need to
correct albumin levels to normalize
copper status.

- Required as a co-factor for many enzyme systems; involved in protein synthesis and
energy generation, regulates potassium and calcium, and required for vitamin D
metabolism.
- Abnormalities often occur in patients that have undergone bariatric surgery, liver
transplant patients, patients with inflammatory bowel disease and those with highoutput ostomies.
- Patients with long-term protein-calorie malnutrition or after long-term bowel rest (no
food or water by mouth) can experience intracellular loss of magnesium during

- Educate patients regarding foods
containing high magnesium to
increase/decrease intake.
- Recommend patients take magnesium
oral mineral supplements.
- Supplement/adjust magnesium in EN or
PN.

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.
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LAB TEST

RATIONALE FOR NUTRITION ASSESSMENT & MONITORING

[CODE]
refeeding; monitoring of magnesium allows for quick identification of refeeding
syndrome and metabolic instability.
Deficiencies can cause disruptions in vitamin D metabolism and calcium levels.
Low levels of magnesium (along with potassium and phosphorus) can lead to
respiratory and cardiac instability/muscle weakness.
Monitored in kidney disease patients to determine tolerance to magnesium-based
phosphate binding medications.
Low magnesium may be associated with use of diuretic medications.

- Initiate oral feeding, EN and PN slowly
and monitor magnesium to avoid
refeeding syndrome.
- Collaborate with physician regarding
need for (or adjustments to) magnesiumbased phosphate binders, diuretics and
other medications that may impact
magnesium absorption.

- Involved in carbohydrate, protein and fat metabolism; essential for bone mineral
metabolism and optimal bone health.
- Influences parathyroid hormone and vitamin D levels which maintain calcium
balance.
- Patients with alcoholism, those who have undergone bariatric surgery, long-term
bowel rest and protein-calorie malnutrition can experience intracellular loss of
phosphorus during refeeding; monitoring of phosphorus allows for quick
identification of refeeding syndrome and metabolic instability.
- Patients dependent on ventilator for prolonged periods of time often experience low
phosphorus levels.
- Low levels of phosphorus (along with potassium and magnesium) can lead to
respiratory and cardiac instability/muscle weakness.
- Monitored in patients with kidney disease to manage phosphate-binding
medications and modifications to vitamin D supplementation.

- Educate patients regarding foods
containing high phosphorus to
increase/decrease dietary intake.
- Recommend patients take oral
phosphorus mineral supplements.
- Supplement/adjust phosphorus in EN
and PN.
- Initiate oral feeding, EN and PN slowly
and monitor phosphorus to avoid
refeeding syndrome.
- Collaborate with physician regarding
need for (or adjustments to) phosphate
binding medications and vitamin D
supplementation.

-

Phosphorus
[L194]




HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS
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Serum Zinc
[L266]

RBC Zinc




HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Involved in numerous aspects of cellular metabolism; plays a role in immune
function, protein synthesis, wound healing, DNA synthesis, and cell division;
supports normal growth and development during pregnancy, childhood, and
adolescence and is required for proper sense of taste and smell.
- Low levels can lead to taste changes (often accompanied by metallic taste in mouth)
and decreased appetite which may explain poor oral intake.
- Deficiencies seen in patients that have undergone bariatric surgery, inflammatory
bowel disease (Crohn’s disease and Ulcerative Colitis), oncology and kidney disease
patients, pancreatic insufficiency, alcoholic pancreatitis, HIV, short bowel syndrome,
long-term PN, burn patients, alcoholism, anorexia, vegetarians and vegans, failure
to thrive, genetic or metabolic disorders, muscle depletion the elderly as well as
severe diarrhea and high output ostomies (e.g., ileostomy).
- Elevated levels seen in cardiovascular disease and over-supplementation.
- Interacts with copper; zinc and copper often checked together.
- Typically monitored with albumin as zinc is transported in the body bound to
albumin; low albumin may give false low zinc result.

- Educate patients on foods containing
high zinc to increase/decrease dietary
intake.
- Recommend patients take oral zinc
supplements.
- Supplement/adjust zinc in EN or PN.
- Monitor copper and albumin levels.
- Collaborate with physician re: need to
correct albumin levels to normalize zinc
status.

- Second level of zinc status assessment to determine if zinc levels are abnormal in
patients who present with zinc deficiency symptoms.
- Low RBC Zinc would confirm zinc deficiency.

- Educate patients on foods containing
high zinc to increase/decrease dietary
intake.
- Recommend patients take oral zinc
supplements.
- Supplement/adjust zinc in EN or PN.
- Monitor copper and albumin levels.

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.
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RESULTS
- Collaborate with physician re: need to
correct albumin levels to normalize zinc
status.

Selenium




- Trace mineral involved in protein synthesis and plays a role as a cofactor for
selenium-dependent enzymes; involved in wound healing; absorbed in small
intestine.
- Deficiencies seen in gastric bypass surgery patients, bowel resections where large
portion of small intestine is bypassed, high-output ostomies, patients on long-term
PN, persistent diarrhea and inflammatory bowel disease.
- Selenium binds to albumin; low albumin may produce a falsely low serum selenium
result; selenium often monitored along with albumin.

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.

- Educate patients on foods containing
high selenium to increase/decrease
dietary intake.
- Recommend patients take oral selenium
supplements.
- Supplement/adjust selenium in EN or
PN.
- Monitor albumin levels.
- Collaborate with physician re: need to
correct albumin levels to normalize
selenium status.
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Iron Panel:
Serum Iron [L139]
Ferritin [L329]
Total Iron Binding
Capacity (TIBC) [L329]
Transferrin Saturation
Serum Transferrin
Transferrin Receptor
Index




- Iron tests are typically ordered in combination to identify or rule-out issues with iron
intake, circulating iron (serum iron), iron storage (ferritin) and iron binding capacity
in the body (TIBC and transferrin saturation); monitored to prevent/treat iron
deficiencies.
- Iron absorbed mainly through small intestine; deficiencies seen in patients that have
undergone bariatric surgery, inflammatory bowel disease (Crohn’s disease, Ulcertive
Colitis), Cystic Fibrosis and Celiac disease.
- Deficiencies also common in patients with kidney disease, liver disease, congestive
heart failure, menstruating women, eating disorders, infants/children consuming
excess cow’s milk, vegetarians, athletes, and the elderly who consume little red meat
intake or foods containing iron.
- Iron panel useful in pregnancy to identify early stages of iron deficiency through
ferritin levels (stored iron) when other values (e.g. Hemoglobin) may be normal; iron
monitored throughout pregnancy to ensure adequate level required for fetal
development.
- Elevated serum iron results may identify iron overload.
- Serum transferring receptors increases with iron deficiency and is unaffected by
chronic disease states; used as a sensitive and specific test for assessing iron status.
- Iron may be checked along with vitamin B12 and folate due to interactions with this
mineral.

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.

HOW NUTRITION CARE PLAN
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RESULTS

- Educate patients regarding foods
containing high iron to
increase/decrease intake.
- Recommend patients take iron
supplements.
- Supplement/adjust iron in EN or PN.
- Collaborate with physician re: need for
prescription medications to manage
severe iron deficiency, medications to
manage iron overload, or other
medications impacting iron status.
- Monitor vitamin B12 and folate as
required.
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ELECTROLYTES
Bicarbonate
[L061]

Chloride
[L053]




- Used to monitor acid base balance in patients; often monitored with chloride and
potassium.
- High levels may indicate alkalosis and/or vomiting or purging in eating disorder
patients; low levels may indicate high protein intake, diabetic ketoacidosis, and/or
diarrhea.

- Collaborate with physician regarding
best method to correct acid-base
imbalance; consider need for sodium
bicarbonate supplementation, need for
added buffer (acetate) to PN solution
and/or need for adjustment of chloride
and potassium.

- Required for energy metabolism and also helps maintain the body's acid-base
balance; amount in blood is carefully controlled by kidneys.
- Monitored to determine acid-base balance in patients, especially those on PN; often
monitored along with bicarbonate and potassium.
- Component of electrolyte testing for assessment of hydration status and kidney
function insufficiencies.
- High levels may indicate dehydration; low levels may indicate over-hydration,
metabolic alkalosis, or losses from diarrhea and vomiting, or abuse of
laxatives/diuretics in eating disorder patients.

- Educate patients on
increasing/decreasing oral fluid intake
and/or recommend electrolyte
replacement beverage containing
chloride.
- Modify water flushes in patients on EN.
- Adjust chloride in PN.

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.
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- Essential for maintaining normal osmotic pressure in cells, maintaining normal
cardiac and muscular function; acts as a co-factor for numerous enzymes, required
for secretion of insulin, required for carbohydrate metabolism and protein synthesis;
assists in maintaining acid-base balance.
- Potassium and other electrolyte abnormalities may occur in athletes, eating disorders
(due to purging or diuretic/laxative abuse) patients that have undergone bariatric
surgery, patients on diuretic medications and those who experience persistent
diarrhea or vomiting.
- Patients with long-term protein-calorie malnutrition can experience intracellular loss
of potassium during refeeding; monitoring of potassium allows for quick
identification of refeeding syndrome and metabolic instability in those feed orally or
through EN or PN.
- Monitored with other electrolytes in patients with high-output ileostomies.
- Abnormalities seen in kidney disease due to decreased potassium excretion in urine,
intake of high potassium foods and medications that inhibit potassium excretion; low
levels may be due to increased losses during dialysis.
- Low levels of potassium (along with magnesium and phosphorus) can lead to
respiratory and cardiac instability/arrhythmias and muscle weakness.

- Educate patients regarding foods
containing high potassium to
increase/decrease intake.
- Recommend patients take oral potassium
supplements.
- Supplement/adjust potassium in EN or
PN.
- Initiate EN and PN feeds slowly and
monitor potassium to avoid refeeding
syndrome.
- Collaborate with physician re: need for
(or adjustment to) diuretics, potassium
chelators and/or modification of
dialysate bath in kidney disease patients
undergoing dialysis.
- Collaborate with physician re: need for
intravenous potassium in patients with
high-output ostomies.

[CODE]

Potassium
[L204]
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- Essential for regulating fluid balance in the body; often monitored with other
markers of fluid/hydration status.
- Elevated levels can indicate dehydration or excessive sodium intake; low levels can
indicate fluid overload or sodium loss.
- Disturbances seen post-operatively in patients that have undergone bariatric
surgery, due to persistent diarrhea, vomiting and/or poor fluid intake.
- Sodium depletion seen in patients with high stool and urine output as well as highoutput ostomies, patients with edema (fluid retention), severe burns, starvation, water
loading, diuretic and laxative abuse in eating disorder patients; sodium depletion
(and other electrolyte imbalances) also seen in athletes due to sweat losses.
- Most EN formulas contain low sodium and patients who are dependent solely on EN
may develop low sodium levels.
- Sodium monitored in kidney disease patients to determine target weights pre/post
dialysis.
- Monitored in conditions such as congestive heart failure and SIADH where fluid
balance is a concern.
- Often monitored with other electrolytes and minerals such as calcium and
magnesium.

- Educate patients on
increasing/decreasing oral fluids and/or
sodium intake.
- Adjust water flushes and/or sodium in
EN.
- Adjust sodium in PN.
- Collaborate with physician re: fluids
administered intravenously, diuretics and
other medications affecting sodium/fluid
balance.

[CODE]

Sodium
[L226]




Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.

Page 14 of 56

2018 Proposed Lab Tests for Nutrition Assessment and Monitoring
For Ministry of Health and Long-Term Care Cost Forecasting

LAB TEST

RATIONALE FOR NUTRITION ASSESSMENT & MONITORING

[CODE]

HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

HEMATOLOGY
Complete Blood Count
(CBC)
[L393]
Includes:
While Blood Cell
(WBC) Differential
[L372]
WBC Count [L399]
Platelet Count [L396]
Red Blood Cell Count
(RBC) [L397]
Red Blood Cell Width
(RDW)
Hematocrit (HCT)
[L417]
Hemoglobin (Hb)
[L418]
Mean Cell Hemoglobin
Mean Corpuscular
Volume (MCV)
Mean Corpuscular
Hemoglobin (MCH)



- CBC typically monitored as an initial screening indicator of iron status, hydration
and presence of infection.
WBC Differential and WBC Count:
- Indicates ability of patients to fight infection and possible presence of infection; high
levels seen in acute infection, malignancy; low levels seen during chemotherapy and
radiation.
RBC:
- Rarely high; low levels may indicate iron deficiency, blood loss or low vitamin B12
and folate levels.
HCT:
- Indicates the percentage of the volume of blood that is made up of RBCs; this
measurement depends on the number and size of RBCs.
- High levels may indicate dehydration, low levels may indicate iron deficiency,
blood loss or over-hydration.
Hb:
- The protein molecule in RBCs that carries oxygen from the lungs to the body's tissues
and returns carbon dioxide from the tissues to the lungs.
- High levels may indicate dehydration, congestive heart failure, use of erythropoietin
(to increase red blood cell production); low levels may indicate iron deficiency
(especially to monitor changes to Hb during pregnancy), folic acid and/or vitamin
B12 deficiency, chronic infection; low levels seen in athletes which may impact
performance.
MCV:

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.

- If WBC low, RD may discuss strategies
for food safety and prevention of foodborne illnesses (e.g., cooking times,
avoiding cross-contamination, etc.).
- If RBC, HCT or Hb low, may require
further iron status lab tests: serum iron,
ferritin, TIBC, transferrin saturation as
well as assessment of vitamin B12 and
folate status to confirm or rule-out
deficiencies.
- RD may initially educate patients on
increasing iron-containing foods in diet.
- Recommend oral iron supplementation
and or supplement iron in EN or PN.
- Collaborate with physician regarding
patients on Erythropoietin (EPO)
medication to determine adequate
balance of iron supplements and EPO
dosage.
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Mean Corpuscular
Hemoglobin
Concentration (MCHC)
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WOULD BE MODIFIED BY LAB TEST
RESULTS

- Indicator of the size of RBC; low levels may indicate smaller RBCs from iron
deficiency; high levels may indicate larger RBCs caused by folate and vitamin B12
deficiencies; folate and vitamin B12 should be tested to determine if cause of
anemia is related in-part to these vitamin deficiencies; low levels seen in athletes
which may impact performance.
MCH & MCHC:
- Calculation of size and average amount of hb inside RBC; indicates type of anemia.

KIDNEY DISEASE
Albumin
[L005, qualitative]
[L004, quantitative]

Parathyroid Hormone
(PTH)




- Albumin is the main protein of plasma; it binds water, cations (such as calcium,
sodium, and potassium), fatty acids, hormones, bilirubin and many medications; its
main function is to regulate the osmotic pressure of blood.
- About half of circulating blood calcium is bound to albumin; albumin is used to
accurately assess calcium status.
- Low albumin seen with low calcium levels; correcting calcium depletion helps correct
low albumin levels.
- May be an indicator of visceral protein status; low levels often seen in patients with
multiple allergies, malabsorption, cancer, liver disease, end stage kidney failure,
over-hydration or edema (fluid retention), inflammation and in those who are
malnourished.
- High levels seen in dehydration.
- Indicates secondary hyperparathyroidism, efficacy of vitamin D analogue therapy in
end-stage renal failure.
- Helps interpret vitamin D and calcium levels for bone health.

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.

- If albumin levels are abnormal, RD would
collaborate with MD to rule-out
dehydration/over-hydration.
- Educate client to increase/decrease fluid
intake.
- Increase/decrease water flushes in EN.
- When calcium levels are low: educate
client to increase dietary calcium intake,
recommend patients take oral calcium
supplements or add calcium to EN or PN.

- When vitamin D and calcium levels are
low: educate client to increase dietary
vitamin D and calcium intake,
recommend patients take oral vitamin D
calcium supplements or add vitamin D
and calcium to EN or PN.
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Prealbumin

- Prealbumin has a half-life of 2-3 days and is a good marker of protein-energy
malnutrition and response to nutritional therapies.
- Low levels seen in liver disease, infection, and malnutrition.
- Elevated levels seen in renal failure.

- Educate patients on increasing oral
protein and calorie intake.
- Adjust formula (type, rate, timing) if
being fed through EN.
- Adjust protein in PN solution.

Glomorular Filtration
Rate (eGFR)

- Describes the flow rate of filtered fluid through the kidneys.
- eGFR is calculated from the results of a creatinine test.
- Used to screen for and detect early kidney damage (e.g., in diabetics) and to
monitor kidney function in patients with chronic kidney disease.

- Modify diet education for
increasing/decreasing protein, vitamin,
mineral, electrolyte and/or fluid intake.
- Depending on functional ability of
kidneys, RD may change EN
regimen/formula or adjust components
of PN solution.

Dialysate Analysis for
Glucose, Urea,
Creatinine

- To determine protein catabolic rate, dialysate clearance, and glucose absorption.

- RD would modify nutrition care plan
(oral, EN, or PN) to increase/decrease
protein, carbohydrate and total calorie
intake.

Blood Urea Nitrogen
(BUN)

- BUN is formed when protein breaks down in the body; a measure of kidney
function.
- High levels may indicate dehydration from reduced fluid intake and/or vomiting and
diarrhea as well as reduced kidney function or inadequate dialysis; high levels can
lead to decreased appetite as urea builds up in blood.
- Low levels may indicate a low-protein diet or malnutrition, fluid overload, SIADH or
too frequent dialysis.

- Educate patients on
increasing/decreasing fluid intake.
- Educate patients on
increasing/decreasing protein intake.
- Adjust type of EN formula (e.g.,
higher/lower protein product and
increase/decrease water flushes).

[L251]
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Serum Creatinine
[L067]




HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Abnormalities often seen in chronic kidney disease and patients undergoing
chemotherapy.

- Increase/decrease protein in PN.
- In oncology patients, RD would
collaborate with physician and
pharmacist to determine if chemotherapy
may be causing kidney damage or
whether dehydration was a concern.

- Creatinine is a breakdown product of creatine, which is an important part of muscle;
marker of lean body mass/skeletal protein levels.
- Creatinine is a marker of kidney function; creatinine is removed from the body by
kidneys and excreted in the urine.
- Used to monitor patients with diabetes and chronic kidney disease; monitored along
with BUN and urinary creatinine clearance.
- High levels may indicate reduced kidney function, insufficient dialysis, and/or
dehydration from lack of fluid intake and/or vomiting/diarrhea.
- Low levels seen in liver disease and pregnancy signalling lean body mass loss which
may warrant an increase in protein and calorie intake.

- Educate patients to increase/decrease
fluid and protein intake.
- Reduced renal function may also require
decreased potassium, phosphorus, and
magnesium intake.
- Adjust fluid protein, electrolyte, vitamins
and minerals (required) in EN or PN.
- Collaborate with physician re: dialysate
to improve clearance during dialysis.
- In oncology patients, collaborate with
physician and pharmacist to determine if
chemotherapy or other medications may
be causing kidney damage requiring
dietary modifications or whether
dehydration is a concern.

Glossary of abbreviations and italicized items, p. 40-43.
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- Creatinine is a breakdown product of creatine, which is an important part of muscle;
marker of lean body mass/skeletal protein levels; creatinine is removed from the
body by kidneys and excreted in urine; marker of kidney function.
- Often monitoring along with BUN and serum creatinine.

- Educate patients to increase/decrease
fluid/protein intake.
- Reduced renal function may also require
decreased potassium, phosphorus, and
magnesium intake.
- Adjust fluid protein, electrolyte, vitamins
and minerals (as required) in EN or PN.
- Collaborate with physician re: dialysate
to improve clearance during dialysis.
- In oncology patients, collaborate with
physician and pharmacist to determine if
chemotherapy or other medications may
be causing kidney damage requiring
dietary modifications or whether
dehydration is a concern.

- Measures the number of solutes present in the blood to help evaluate the body's
water balance, its ability to produce and concentrate urine, and to help investigate
fluid status, low sodium levels and presence of SIADH.
- Elevated osmolality seen in patients with high sodium levels and dehydration.
- Often monitored with sodium.

- Educate patients on
increasing/decreasing fluid and sodium
intake.
- Adjust EN and PN regimens to
increase/decrease fluid intake.
- Collaborate with physician regarding the
need for (or modifications to) diuretics.

[CODE]

Urinary Creatinine
Clearance
[L068]

Serum Osmolality
[L183]
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Albumin/Creatinine
Ratio, Urine

HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Estimates 24-hour urine albumin excretion/spilling of albumin in urine and is
unaffected by variation in urine concentration.
- Preferred measure for screening, assessing and monitoring early kidney damage.
- Often measured along with eGFR to determine stage of kidney function that may
impact nutrition care plan.
- Indicates compliance in protein, carbohydrate and fluid intake as well as balance of
carbohydrate-protein intake.

- Helps RD to direct patient education to
identify a need for modifications to
protein, fluid and/or carbohydrate
intake.
- Adjust protein, fluid and/or
carbohydrate intake in EN or PN.

Uric Acid
(Urate)
[L252]

- Final breakdown product of purine (organic compounds found in food)
metabolism in the body and is excreted in urine.
- Monitored in patients with glycogen storage disorders who required purine and
carbohydrate modified diets.
- Also monitored in patients with gout to determine need for dietary modifications to
prevent gout flare-up or uric acid stones as well as compliance with gout
medication.
- High levels may indicate disordered purine metabolism associated with excessive
production and impaired excretion of uric acid; low levels may indicate possible
malnutrition or excessive gout medication (e.g. Allopurinol).
-

- Educate patients on decreasing
consumption of high-purine foods and
alcohol as well as increasing fluid intake
to increase urine volume output.
- Collaborate with physician re:
modifications to gout medications and or
need for further investigation of possible
disordered purine metabolism.

24-Hour Urinalysis for
Urea Nitrogen (UUN)

- A measure of protein breakdown in the body; quantifies amount of protein
breakdown to help determine patients’ protein needs.
- Measured in patients with chronic kidney disease.
- Inadequate protein delivery or accumulated protein deficit has negative effects on
critically ill patients (e.g., immune dysfunction, risk for infection, poor wound
healing, weight loss, decreased functional capacity, and prolonged hospital stay).

- Educate patients to increase/decrease
oral protein intake.
- Adjust protein in EN and PN.
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24-Hour Urinalysis for
Total Volume

- Assesses kidney’s ability to excrete fluids.
- Monitored in patients with kidney disease and to determine fluid needs and assess
compliance with fluid intake recommendations.

- Educate patients to increase/decrease
oral protein intake.
- Adjust protein in EN and PN
- Collaborate with physician re: need for
(or adjustment to) diuretics and other
medications influencing fluid/hydration
status.

24-Hour Urinalysis for
Sodium

- Useful in the assessment of low-salt dietary compliance in the management of
ascites, which can lead to decreased appetite.
- Ascites is typically caused by liver disease and is common in patients waiting for a
liver transplant who often require frequent paracentesis.
- Also used to assess excessive sodium intake in patients at risk for kidney stones;
excessive sodium intake can increase calcium excretion; monitored along with
urinary calcium.

- Educate patients to decrease oral sodium
intake.
- Adjust sodium intake in EN or PN.
- Collaborate with physician re: diuretics
or other medications impacting hydration
status.
- In patients with risk of kidney stones,
educate to increase fluid intake; if
calcium low, educate to increase oral
intake or recommend supplements.

Urinalysis for Protein

- Measures spilling of protein in urine due to inadequate kidney function.
- Indicator of compliance with protein restriction recommendations.

- Educate patients to decrease protein
intake to reduce spilling of protein in
urine.
- Adjust sodium intake in EN or PN.

[L253]
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Parathyroid Hormone
(PTH)
[L330]

HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Regulates calcium, phosphorus and vitamin D levels in the body
- PTH release is controlled by level of calcium in body; PTH increases in attempt to
increase calcium levels
- Inadequate calcium and vitamin D can cause secondary hyperparathyroidism.
- Correcting calcium level may normalize PTH.
- Monitored in gastric bypass surgery patients, other patients with gastrointestinal
malabsorption as well as chronic kidney disease.

- Educate patients to increase intake of
calcium and vitamin D containing foods.
- Recommend patients take calcium and
vitamin D supplements.
- Add calcium and vitamin D to EN or
adjust in PN.
- Collaborate with physician regarding
high-dose vitamin D supplementation,
calcium-binding medications and/or
phosphate-binding medications.

- Monitored when patients have liver injury or are at risk for developing liver disease
(e.g., liver function abnormalities seen in long-term PN, chemotherapy, NAFLD,
bone marrow transplants, genetic metabolic diseases, trauma, burns).
- Also used to monitor liver function in patients who are on statin medications to lower
cholesterol levels; statins can impact liver function and may require modifications to
calorie/fat/protein intake.
- AST, ALT and bilirubin are monitored in long-term PN patients to determine
tolerance to nutrient intake and to assess levels to indicate cholestasis (when bile
cannot flow from the liver to the duodenum).
- ALP is a zinc-dependent enzyme; may be an indirect indicator of zinc status when
AST and ALT are normal; a low ALP along with a low zinc level may confirm zinc
deficiency to help correct taste and appetite abnormalities.
- ALT & AST indicate the liver’s tolerance for fat-soluble vitamins.

- Educate patients on low-liver burden diet
including modifications to calorie, fat,
protein and carbohydrate intake.
- Adjust EN or PN to lower protein, fat,
sodium and fluids.
- Collaborate with physician re: changing
feeding regimen from PN to EN in
patients who are not tolerating PN.
- Adjust PN (e.g., remove manganese,
copper).
- Confirmation of zinc deficiency may
require education to increase zinc-

LIVER DISEASE
Liver Function Panel
Includes:
Aspartate
Aminotransferase (AST)
Alanine
Aminotransferase (ALT)
Alkaline Phosphatase
(ALP) [L191]
Bilirubin [L030]
Lactate Dehydrogenase
(LDH) (where offered)
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Tests can be ordered
individually or as part
of a liver function
panel.

Ammonia
[L015]

Lactate
(Lactic Acid)
[L145]




HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- LDH is an enzyme that catalyzes the conversion of lactate to pyruvate; an important
step in energy production in cells.

containing foods, oral supplements, or
additions to EN or PN solution.
- Collaborate with physician re: drugnutrient interactions impacting liver
function.

- A metabolic by product of amino acid breakdown.
- Monitored to determine tolerance to protein intake in patients with liver failure.
- Patients with liver disease and certain inborn errors of metabolism often have altered
ammonia metabolism; elevated levels can have negative effects on the brain.

- Educate patients to decrease quantity
and/or type of protein intake.
- Consider need for branched-chain amino
acid therapy in EN and/or lower protein
content of EN or PN.

- Marker of lactate production formed when the body breaks down carbohydrates to
use for energy during times of low oxygen levels.
- Lactate builds up when patients are not being provided adequate nutrition (e.g.,
insufficient glucose/sugar) and therefore glucose/sugar is not able to be
metabolized or broken down to provide carbon dioxide and water required for
energy production in the body.
- Lactate can also be a marker of blood flow/oxygen supplied to gastrointestinal tract;
assists in assessing adequate gastrointestinal tract function to safely start EN or to
start/continue PN.
- Often elevated in respiratory disorders, liver disease, glycogen storage diseases
treated with carbohydrate modified diets and patients with organic acidemias which
are treated with modified protein diets.

- Educate patient to adjust amount dietary
calorie/protein/carbohydrate intake.
- Adjust calorie/protein/carbohydrate
content of EN or TPN.
- Collaborate with physician re: patient’s
ability to tolerate EN or PN.
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- RD would use lactate (in addition to other biochemistry) to adjust the amount of
protein, carbohydrate or energy/calories being provided in the diet to assist with the
reduction of lactate levels.

24-Hour Urinary
Lactate to Creatinine
Ratio

- Used as a marker of lactate production in disease states characterized by increased
lactate levels (e.g., glycogen storage diseases who receive specific quantities of
carbohydrate at multiple times during a 24-hour period).
- Identifies specific changes to lactate levels across the 24-hour period to modify the
amount of carbohydrate provided orally or through EN or PN to suppress lactate
production.
- Lactate alone would not allow RD to pinpoint variation of lactate levels throughout
the day limiting the ability to make time-specific adjustments to carbohydrate intake.

- Educate patient to adjust amount or
timing of dietary carbohydrate intake.
- Adjust amount or timing of carbohydrate
content of EN or TPN.

- An enzyme involved in carbohydrate digestion. It is produced mainly in the
pancreas and the glands that make saliva. When the pancreas is diseased or
inflamed, amylase is releases into the blood and thereby a marker of pancreatic
function.
- Elevated amylase levels may indicate need for tube feed placement past stomach
into small intestine and/or elemental EN formula.
- When initiating EN, increased amylase may indicate undesirable pancreatic
stimulation or intolerance to EN.
- Elevated levels of amylase seen in eating disorder patients experiencing vomiting or
excessive gum chewing.
- Often ordered in combination with lipase.

- Educate patients to limit carbohydrate
intake if levels indicate reduced
pancreatic function.
- Use specialized elemental EN
formulations.
- Reduce carbohydrate in PN solution
- Collaborate with physician re: optimal
placement of tube for EN.
- Monitor lipase.

PANCREATIC DISEASE
Amylase
[L018]
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Lipase
[L150]

HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- A protein released by the pancreas into the small intestines; triggers the breakdown
of fat into fatty acids and is a marker of pancreatic function.
- Elevated lipase levels may indicate, pancreatitis, excess fat intake in patients on a
ketogenic diet, and/or the need for tube feed placement past the stomach into the
small intestine and/or an elemental EN formula.
- When initiating EN, increased lipase may indicate undesirable pancreatic
stimulation or intolerance to EN.
- Often ordered in combination with amylase.

- Educate patients to limit fat intake if levels
indicate reduced pancreatic function.
- Use specialized elemental EN
formulations and those lower in fat.
- Reduce lipids in PN solution.
- Collaborate with physician re: optimal
placement of tube for EN.
- Educate eating disorder patients on
strategies to increase dietary food intake
and decrease gum chewing; adapt
nutrition care plan to include regular
meals/snacks to decrease susceptibility to
binging/purging.
- Monitor amylase.

- Provides a measure of circulating blood glucose levels at a random point in time to
determine the body’s ability for maintaining blood sugar control.
- Used for monitoring of diabetic patients who are unable to have a fasting blood
glucose test or those who are not self-monitoring with glucose meter and/or those
patients who haven’t been seen regularly by RD and “drop in.”
- Monitored post-operatively in patients that have undergone bariatric surgery, to
determine improvements in blood glucose levels (many diabetic patients see
improvements in blood glucose levels following bariatric surgery).
- Monitored to avoid high blood glucose levels when refeeding patients after
prolonged bowel rest.

- Educate patients on dietary changes to
carbohydrate intake to achieve glucose
control for both high and low blood
sugar levels.
- Adjust EN formula, rate, and/or timing.
- Adjust carbohydrate intake in PN.
- Collaborate with physician re:
adjustments to insulin/oral
hypoglycaemic agents.

DIABETES
Random Blood Glucose
[L111]
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- Physiological stress of cancer can alter blood glucose levels (even in those who are
not diabetic); monitored in oncology patients to ensure normal blood glucose levels.
- Can be an initial indicator that client is at risk of gestational diabetes or impaired
glucose tolerance in pregnancy.
- May be used as a yearly calibration tool to compare random blood glucose with
patient’s glucose meter results.

- Adjust insulin/oral hypoglycaemic agents
where medical directive exists and
communicate changes to physician and
rest of health care team.
- Collaborate with physician re: need for
Oral Glucose Tolerance Test to
confirm/rule-out diabetes.

- Provides a measure of circulating blood glucose levels in a fasting state to determine
the body’s ability for maintaining blood sugar control and identify impaired fasting
blood glucose.
- Helpful in patients who are not self-monitoring blood glucose levels with glucose
meter to identify fasting glucose patterns that may require modifications to nutrition
and pharmacological care.
- Used when Hgb A1c does not correlate to their glucose self-monitoring through
glucose meter checks.
- Patients with inflammatory bowel disease, pancreatitis, severe infection, chronic liver
disease, inborn errors of metabolism and those on prednisone often experience
abnormal fasting blood glucose levels or steroid-induced diabetes.
- May be used as a yearly calibration tool to compare fasting blood glucose with
patient’s glucose meter results.

- Educate patients on dietary changes to
carbohydrate intake to achieve glucose
control for both high and low blood
sugar levels.
- Adjust EN formula, rate, and/or timing.
- Adjust carbohydrate in PN.
- Collaborate with physician re:
recommendations for adjustments to
insulin/oral hypoglycaemic agents as
required.
- Where a delegation exists for RDs to
adjust insulin/oral hypoglycaemic
agents, adjust levels accordingly and

[CODE]

Fasting Blood Glucose
[code]
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- Used to monitor blood glucose control in non-diabetic eating disorder patients to
assess glycogen stores and determine compliance to dietary intake, as low levels
may indicate minimal oral intake.

- communicate changes to physician and
rest of health care team.
- Collaborate with physician re: need for
Oral Glucose Tolerance Test to
confirm/rule-out diabetes.
- Recommend new glucose meter where
fasting blood glucose results show
discrepancies with meter.
- Educate eating disorder patients on
strategies to increase dietary food intake.

Fructosamine

- Fructosamine concentration reflects glucose status over the previous three weeks in
contrast to HbA1c which reflects glucose status over the past 3 months.
- Can be measured in pregnancy where timely intervention is warranted.

- Educate client on glycemic control diet.
- Collaborate with physician re: need for
insulin/insulin adjustment.

Oral Glucose
Tolerance Test

- Determines the body’s ability to handle a glucose load.
- Identifies impaired glucose intolerance (IGT) and impaired fasting glucose (IFG),
both of which are risk factors for developing diabetes.
- Used by physicians to diagnose diabetes.
- IGT/IFG can be seen in many conditions including overweight patients, those with
family history of diabetes, polycystic ovarian syndrome, those with history of
gestational diabetes, and patients with Cystic Fibrosis.

- In patients with IGT, IFG: educate on
dietary changes to achieve weight loss
and/or modifications to carbohydrate
intake to achieve blood glucose control to
prevent diabetes.

[Standard test: L104
blood and L253,urine]
[Gestational test, L103]

In Pregnancy:
- All pregnant women between 24-28 weeks are screened for gestational diabetes
(GDM) through 50 g glucose load.
- If results show IGT, further testing with a larger glucose load (75 g) may be
warranted to confirm IGT or GDM.
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- Timing is critical: If patients are screened too early, GDM may be missed as
hormones released during pregnancy that cause insulin resistance are lower prior to
24 weeks gestation; if screened too late may lead to pregnancy complications to
both mother and fetus.
- To ensure minimal risk to baby, RD authority to order this test would be efficient
patient-centred care; RD would refer patient to physician to confirm formal GDM
diagnosis and have physician prescribe pharmacological treatment.
- In obese gestational clients test is repeated in 3rd trimester if normal at 24-28 weeks;
rules out GDM later in pregnancy.

Hemoglobin A1c
(HbA1c)
[L093]




- Presents an average blood sugar level of previous 3 months.
- Monitored in patients with diabetes to determine effectiveness of nutrition care plan
and pharmacological regimen for achieving blood glucose control; elevated levels
may indicate non-compliance with dietary/pharmacological management
warranting modifications care plan.
- Persistent elevated HbA1c levels can lead to diabetic complications (e.g. eye and
foot complications, cardiovascular disease, impaired kidney function).
- Monitored post-operatively in patients that have undergone bariatric surgery, and
liver/lung/kidney/pancreas transplant patients to determine improvements in blood
sugar control (many diabetic patients see improvements in blood sugar control
following bariatric surgery, or transplants).
- Cancer patients with pre-existing diabetes can experience changes in blood sugar
levels during disease progression and/or treatment; physiological stress of cancer
and chemotherapy can alter blood sugar control (even in those who are not
diabetic); monitored in oncology patients to avoid/correct high blood sugar levels.

Glossary of abbreviations and italicized items, p. 40-43.
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HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS
insulin/oral hypoglycaemic agents as
required.
- Where a delegation exists for RDs to
adjust insulin/oral hypoglycaemic
agents, adjust levels accordingly and
communicate changes to physician
and rest of health care team.

- Educate patients on dietary changes to
carbohydrate intake to achieve glucose
control.
- Adjust timing/rate of carbohydrate
intake in EN or PN.
- Collaborate with physician re:
adjustments insulin/oral hypoglycaemic
agents.
- Where a delegation exists for RDs to
adjust insulin/oral hypoglycaemic
agents, adjust levels accordingly and
communicate changes to physician and
rest of health care team.
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HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Elevated HbA1c levels seen in eating disorder patients and athletes who are
misusing insulin as a weight-control measure (insufficient insulin administration in
type 1 diabetics can prevent weight gain).
Ketones
(Urinary and Serum)

- Ketones are formed when the body breaks down fatty acids for energy leading to a
build-up of ketones which can have toxic effects on the body.
- Measures whether fatty acids are being broken down for energy in patients with
diabetes and in patients with eating disorder to determine compliance with dietary
intake.
- Monitored in patients with inborn errors of metabolism and those on a ketogenic
diet.
- Also monitored in high-performance athletes to determine if dietary intake is
sufficient to meet energy needs, and/or if patients are ingesting adequate
carbohydrate intake or over-training.

- Educate patients on strategies to increase
carbohydrate and total calorie intake to
meet dietary needs in diabetics and
eating disorder patients.
- Adjust timing/rate of carbohydrate
intake in EN or PN.
- In athletes, develop strategies to increase
carbohydrate and total energy intake to
ensure performance isn’t compromised
by insufficient energy intake.

CARDIOVASCULAR DISEASE
Lipid Panel:

- Lower LDL, triglycerides, total cholesterol, lower cholesterol to HDL ratio and higher
HDL levels are correlated with reduced risk of cardiovascular disease.

Triglycerides [L243]
Low Density Lipoprotein Lipid panel tests are monitored to:
(LDL)
- Identify risk, presence, or severity of cardiovascular disease; early detection of
High Density
cardiovascular disease risk may warrant preventative dietary and lifestyle
Lipoprotein (HDL)
modifications.
[L117]
- Determine if current dietary interventions are assisting with improved lipid profile
target ranges.
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- Lipid panel results will determine level of
patient education required: aggressive
versus moderate dietary restrictions to
normalize lipid levels.
- Educate patients to decrease total fat,
saturated and trans fat, simple sugars
and alcohol intake and increase omega3 fat and fibre intake.
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RESULTS

- To determine if patients with cardiovascular disease, diabetes, and those who are
overweight or obese require aggressive lipid dietary management to normalize
levels.
- Reduce risk of developing cardiovascular disease in chronic kidney disease patients;
cardiovascular disease risk increases as kidney function/filtration rate decreases.
- Assess lipid levels in patients with pancreatitis, liver disease, NAFLT, NASH,
lung/liver/kidney transplants, alcoholism, pancreatitis, and those with spinal cord
injury as these patients often experience elevated lipid panel results.
- Determine tolerance to fat in patients on a high fat diet (e.g., ketogenic diet and
patients with Cystic Fibrosis).

- Educate patients on calorie reduced diet
to induce weight loss; weight loss often
results in improvements in lipid panel
levels.
- Adjust EN or PN regimen to reduce
calories/ fat/carbohydrate intake
and/or induce weight loss.
- Collaborate with physician re: need for
pharmacological intervention (lipid
lowering medication) in patients whose
dietary, EN or PN modifications are not
demonstrating improvements in lipid
panel results.

[CODE]
Total Cholesterol
[L055]
Total Cholesterol to
HDL Ratio
Non-HDL
Ordered as a panel,
tests can be ordered
separately as needed.

In PN patients triglycerides are closely monitored to:
- Detect clearance of triglycerides in circulation within the body to reduce risk of
pancreatitis induced by high triglyceride levels resulting from poor triglyceride (lipid)
clearance.
- Identify and prevent fat overload syndrome which can have negative effects on
respiratory, vascular and immune systems.

Homocysteine




- An amino acid; high circulating blood levels may indicate increased risk of coronary
heart disease, stroke and peripheral vascular disease.
- Levels can be influenced by diet; folate, vitamin B6 and vitamin B12 all help break
down homocysteine in the body which may result in a lower risk of cardiovascular
disease.
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- Educate patients on heart healthy diet
and to increase folate, vitamin B6 and/or
vitamin B12 containing foods, and/or
recommend patients take oral vitamin
supplements.
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- Monitored to determine if a person has vitamin B12 or folate deficiency as
homocysteine concentration may be elevated before vitamin B12 and folate tests are
abnormal.
- Also monitored in patients with high cardiovascular disease risk and those with
inborn errors of metabolism involving vitamin B12.

- Adjust folate, vitamin B6 and/or vitamin
B12 to EN or PN.
- Collaborate with MD re: need for vitamin
B12 injections in suspected cases of
malabsorption.

Urine Specific Gravity

- A measure of hydration status.
- Often measured in eating orders to determine if patient is water loading prior to
weighing; helps assess compliance with food intake.
- Monitored in high-performance athletes and spinal cord injury athletes who have
impaired thermoregulatory responses to ensure adequate fluid intake and hydration
status.

- Educate patients re: decreasing fluid
intake.
- Educate patients on strategies to increase
carbohydrate and total calorie intake to
meet dietary needs in eating disorder
patients.

Anion Gap

- Used to determine metabolic acidosis; calculated by subtracting the serum
concentrations of chloride and bicarbonate from the concentrations of sodium plus
potassium.

- Metabolic acidosis caused by starvation:
educate patients on strategies to increase
dietary intake.

[CODE]

EATING DISORDERS
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- High levels may indicate starvation with ketone production and/or lack of
compliance to dietary intake in eating disorder patients; may also be high due to
low magnesium and calcium levels.

- Adjust calorie/carbohydrate intake in EN
or PN.
- Metabolic acidosis caused by deficiencies
of magnesium and calcium: Educate
patients to increase oral calcium and
magnesium intake, recommend patients
take oral calcium and magnesium
supplements, add calcium and
magnesium to EN or adjust in PN.

- Gluten intolerance screen; determines the body’s ability to digest gluten-containing
foods; positive test may indicate need for gluten restriction in diet.
- Celiac disease can only be confirmed through a small bowel biopsy.
- If physician confirms Celiac disease diagnosis, tTG-IGA can be used to monitor
compliance to a gluten free diet, especially in patients experiencing gastrointestinal
symptoms.
- Gluten ingestion in Celiac disease patients can increase risk of osteoporosis,
lymphoma, and anemia.

- Positive test would warrant referral of
patients to physician to confirm Celiac
disease diagnosis through small bowel
biopsy.
- In patients with a positive test wish to
eliminate gluten in diet rather than
confirm Celiac disease diagnosis through
biopsy: RD would educate patients to
avoid gluten in diet.
- In physician confirmed cases of Celiac
disease, RD would educate patients to
avoid gluten in diet.

FOOD INTOLERANCES

Anti-Tissue
Transglutaminase
(tTG-IgA and IgA and
IgG separately)
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RESULTS
- Periodic tTG-IgA testing helps identify
hidden sources of gluten in diet to help
RDs enhance education and strategies for
patients to become more compliant with
gluten-free diet.

Hydrogen Breath Test
for Lactose Intolerance

- To confirm/rule-out lactose intolerance and need for lactose restriction in diet.
- Lactose intolerance can lead to gas, bloating, diarrhea when lactose containing
foods are ingested.
- Lactose intolerance can increase risk of developing osteoporosis due to reduced
intake of dairy foods and beverages that are high in calcium and vitamin D.
- Can also cause patients to avoid many foods and try to self-manage symptoms
leading to unbalanced diet and unnecessary food avoidance and fear of foods in
eating disorder patients.

- Positive test would warrant need for
lactose-restricted diet or lactose-free EN
formula.
- Educate patients to avoid lactosecontaining foods and/or use lactase
enzyme supplements.
- Education ensures the patient’s diet is rich
in non-dairy or lactose free sources of
calcium and vitamin D.
- Recommend patients take oral calcium
and vitamin D supplements if indicated.

Hydrogen Breath Test
for Fructose Intolerance

- To confirm/rule-out fructose intolerance and need for fructose restriction in diet.
- Fructose intolerance can lead to gas, bloating and diarrhea.
- Can also cause patients to avoid many foods and try to self-manage symptoms
leading to unbalanced diet and unnecessary food avoidance and fear of foods.

- Positive test would warrant need for
fructose-restricted diet.
- Educate patients on avoiding fructosecontaining foods and guidance on
balanced diet and/or oral supplement
intake to prevent vitamin and mineral
deficiencies.
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- Carnitine is a compound made in the body from the amino acids lysine and
methionine; required for the transport of long-chain fatty acids into mitochondria
and plays a critical role in cellular energy metabolism.
- Patients with mitochondrial disorders of fatty acid transport and patients on longterm PN with chronic malnutrition can experience carnitine deficiency which can
lead to abnormalities in energy production and lipid tolerance.
- Carnitine can also be depleted secondary to medication use (e.g., anti-seizure
medication) or as a function of a specific disease (e.g., common in patients with
organic acidemias) where carnitine becomes attached with toxic compounds
(specific to each disorder) and is excreted in the urine, thereby depleting the overall
carnitine levels.
- Assessing both total and free carnitine and the ratio between them in the context of
long-term malnutrition or ongoing lipid intolerance allows RD to decide whether
patients require carnitine supplementation (orally or in EN or PN).
- RDs can use total carnitine lab values in part to determine if the diet is adequate in
protein and if the patient is utilizing fat for energy adequately.

- Educate patients on foods containing
high protein and carnitine content to
increase dietary intake.
- Educate patients to increase/decrease
dietary fat intake.
- Adjust protein and fat accordingly in EN
or PN.
- Collaborate with physician re: need for
(or adjustment to) oral carnitine
prescription medication or additions to
EN or PN.

- Acylcarnitines are a marker of the adequacy of nutritional care in patients with
inborn errors of metabolism.
- In patients with organic acidemias, acylcarnitines are a marker of organic acid
production (from amino acids), as the acids are scavenged and bound to carnitine
and therefore measureable through acylcarnitines.
- In fatty acid oxidation defects (where long chain fatty acids are restricted in the diet),
acylcarnitines are a marker of fatty acids that cannot be utilized by the body
(suggesting that intakes of long chain fatty acids exceed needs).

- Results may indicate presence of protein
and fatty acid metabolism disorders
warranting RD to modify protein and fat
intake in oral diet, EN or PN.

[CODE]

Carnitine
(free and total)

Acylcarnitine
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- If RDs only ordered carnitine on patients with organic acidemia and found the level
to be depleted, they could assume carnitine deficiency; by also checking
acylcarnitine levels (routine monitoring in certain metabolic conditions such as
organic acidemia and fatty acid oxidation defects), the dietitian would be able to
assess if the diet (either the amount of fat or protein being provided) is adequate or
excessive.

Plasma Fatty Acids

- Important for the formation of healthy cell membranes, proper development and
-

Fecal Fat




functioning of the brain and nervous system and the production of hormones.
Certain fatty acids are essential, as they cannot be made by the body, and must be
obtained from dietary sources; patients on tightly restricted low fat diets (e.g., fatty
acid oxidation defects) are at high risk of essential fatty acid deficiency.

- Monitored to assess fat malabsorption.
- Fat malabsorption can lead to weight loss and decreased absorption of fat soluble
vitamins.

Glossary of abbreviations and italicized items, p. 40-43.
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- Educate patients on
increasing/decreasing fat intake or
modifying type of fat intake (e.g.,
short/long/medium-chain triglycerides).
- Adjust fat in EN or PN.

- Educate patients on reducing fat intake
or for increasing intake of modified fat
foods (e.g., those containing mediumchain triglycerides).
- Adjust fat in EN or PN.
- Recommend patients take multivitamin
supplement to prevent fat-soluble vitamin
deficiencies or add multivitamin to EN or
adjust components of PN.
- Collaborate with physician re: need for
(or adjustment to) pancreatic enzymes.
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- Used to assess pancreatic function in patients with Cystic Fibrosis and chronic
pancreatitis.
- Knowing if patients are pancreatic insufficient will determine whether patients
require pancreatic enzymes.
- Identifies patients who require high energy/high fat dietary education.

- Educate patients on consuming high
fat/high calorie diet.
- Consider high fat/high calorie EN
formula.
- Increase calorie and fat in PN.

- Monitored to assess carbohydrate malabsorption.

- Educate patients on limiting/restricting
carbohydrate containing foods in diet.
- Modify EN formula or adjust
carbohydrate in PN solution to
limit/restrict carbohydrate intake.

Urinary Organic Acids

- Provides a metabolic “snapshot” based on the products the body discards through
the urine; indicates by-products of human cellular activity, the digestion of foods,
and the metabolism of gastrointestinal flora.
- At certain levels, organic acids in urine may be indicators of toxicity or “markers” of
metabolic pathways. Metabolites of yeast or gastrointestinal bacteria appear against
the background of normal human metabolites and provide an assessment of yeast
and bacterial activity in the body.

- Educate patients on limiting/restricting
protein containing foods in diet.
- Modify EN formula or adjust protein in
PN solution to limit/restrict intake.

Quantitative Amino
Acids

- Measures circulating amino acids (building blocks of protein) in blood.
- Used in patients requiring an amino acid restricted diet (e.g., PKU) to monitor intake
of amino acids to determine sufficient protein intake and to verify compliance with
restricted dietary intake.

- Educate patients on appropriate dietary
intake of protein and restrictions to amino
acid intake (as applicable).

Fecal Elastase 1

Reducing Substances
(Fecal)
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- Also a marker of excessive intake of amino acids in the diet which the body is
unable to utilize; can contribute to production/build-up of toxic substances (e.g.,
lactate, organic acids and ammonia).

- Adjust protein EN or PN solution to meet
metabolic needs.

- A measure of the amount of amino acids in the urine which may indicate presence
of inborn errors or issues with protein metabolism.
- Provides a marker of the body’s utilization of amino acids.

- Educate patients on limiting/restricting
protein containing foods in diet.
- Modify EN formula or adjust protein in
PN solution to limit/restrict intake.

Plasma Citrulline Level

- Monitors functional status of gastrointestinal tract; marker of intestinal absorptive
function.
- Aids in determining when patients may be ready for transition from PN to EN in
short bowel syndrome and/or prognostic indicator of long-term PN dependency in
this patient population.

- Collaborate with physician re:
determination of most appropriate route
of nutrition support (e.g., transition to EN
or continue on PN).
- Adjust EN formulation and PN solution as
required.

Interleukin 6 (IL-6)

- Secreted by the body to stimulate immune response to trauma, especially burns or
other tissue damage leading to inflammation.

Urinary Amino Acids

MISCELLANEOUS
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Hepcidin




HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Inflammation from acute physical activity can also stimulate IL-6 production which
can act in both a pro-inflammatory and anti-inflammatory manner.
- IL-6 induces production of hepcidin, an iron-regulatory hormone that when
produced may lower iron absorption.

- Helps RD identify iron deficiency caused
by trauma/inflammation versus intake or
absorption issues.
- If inflammation ruled out, RD may
recommend dietary intervention (refer to
iron panel management above).
- Collaborate with physician re: need for
medical intervention to alleviate
inflammation or underlying medical
condition prior to nutrition intervention to
correct iron abnormalities.

- A peptide hormone that is released in chronic disease and exercise; a key regulator
of iron homeostasis that may reduce iron absorption in the body which may explain
high prevalence of iron deficiency in female athletes.
- Measurement of hepcidin would help differentiate between iron deficiency anemia
of infection/inflammation versus that of a true iron deficiency.

- Helps RD identify iron deficiency caused
by trauma/inflammation versus intake or
absorption issues.
- If inflammation is ruled out, RD may
recommend iron dietary intervention
(refer to iron panel management above).
- Collaborate with physician re: need for
medical intervention to alleviate
inflammation or underlying medical
condition prior to nutrition intervention to
correct iron abnormalities.
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Blood Gases

- Used to evaluate oxygenation and acid/base balance.
- Often ordered along with other tests such as electrolytes to determine if an electrolyte
imbalance is present, glucose to evaluate blood sugar concentrations, and BUN and
creatinine to evaluate kidney function.
- Identifies metabolic acidosis secondary to diet restriction/malnutrition or ketogentic

HOW NUTRITION CARE PLAN
WOULD BE MODIFIED BY LAB TEST
RESULTS

- Adjust amount of carbohydrate, fat and
fluid in patients on EN and PN to
normalize acid-base balance.

diet.

Beta-hydroxybutyrate




- Beta-hydroxybutyrate is a ketone body produced when there is inadequate
circulating glucose and fatty acids are broken down for energy.
- Children with epilepsy may be put on a ketogenic diet to control seizures.

Glossary of abbreviations and italicized items, p. 40-43.
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- Indicates level of ketone production to
determine if dietary glucose restriction is
sufficient to help manage seizures.
- Collaborate with physician re: dietary
management and interactions with
seizure medication accordingly.
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Abbreviations/Definitions:
Alkalosis: A condition in which the body fluids have excess base (alkali). This is the opposite of excess acid (acidosis).
Anemia: A decrease in red blood cells that occurs when the body cannot properly absorb vitamin B12 from the gastrointestinal tract. Vitamin B12
is necessary for the proper development of red blood cells.
Antioxidant: A substance that has the ability to protect cells in the body against the effects of free radicals. Free radicals are molecules produced
when your body breaks down food, or by environmental exposures like tobacco smoke and radiation. Free radicals can damage cells, and may
play a role in heart disease, cancer and other diseases.
Ascites: Excess fluid in the space between the membranes lining the abdomen and the abdominal organs.
Bariatric Surgery: Surgical techniques in severely overweight or obese patients; patients feel full more quickly, reducing the amount of food eaten,
resulting in weight loss. In Ontario, sleeve gastrectomy, the roux-en-y procedure and biliopancreatic diversion/duodenal switch are most
commonly performed. ). In sleeve gastrectomy, the stomach is reduced to around 15% of its original size, by permanent surgical removal of a
large portion of the stomach. In roux-en-y gastric bypass, the stomach is made smaller by creating a small pouch at the top of the stomach using
surgical staples or a plastic band. The smaller stomach is then connected directly to the middle portion of the small intestine (jejunum), bypassing
the rest of the stomach and the upper portion of the small intestine (duodenum). A biliopancreatic diversion/duodenal switch changes the normal
process of digestion by making the stomach smaller. The remaining part of the stomach is connected to the lower portion of the small intestine.
Calcitriol: The generic name for the prescription medication providing the man-made active form of vitamin D. Calcitriol is used in patients with
kidney disease who can't make enough of the active form of Vitamin D (this conversion process is primary done in the body by the kidneys). This
medication is also used to prevent and treat certain types of calcium/phosphorus/parathyroid hormone problems that can happen with long-term
kidney dialysis. Calcitriol is usually used along with specific diet recommendations.
Celiac Disease: A digestive disease that damages the small intestine and interferes with absorption of nutrients from food. People who have Celiac
disease cannot tolerate gluten, a protein in wheat, rye, and barley.
Cystic Fibrosis: A multi-organ disease, primarily affecting the lungs and digestive system. A build-up of thick mucus in the lungs causes severe
breathing problems. It may be difficult to clear bacteria from the lungs, leading to cycles of infection and inflammation, which damage the delicate
lung tissues. Thick mucus also blocks the ducts of the pancreas, preventing enzymes from reaching the intestines to digest food. People with CF
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must consume a large amount of artificial enzymes (average 20 pills a day) with every meal and snack, to help digest and absorb adequate
nutrition from food.
Diabetic Ketoacidosis: Diabetic ketoacidosis can occurs when a person with diabetes has an episode of extreme insulin deficiency. Without
adequate insulin, circulating glucose from food is not available as an energy source. The body adapts by breaking down muscle, fat, and liver
cells into glucose (sugar) and fatty acids for use as fuel. By-products of fat breakdown, called ketones, build up in the body causing potentially
fatal consequences.
EN: Enteral Nutrition. Feeding patients through a tube placed in the nose, the stomach, or the small intestine. Placement depends on functionality
of gastrointestinal tract and duration on tube feed formulation (short term through a nasogastric tube placed in nose, longer term through stomach
or small intestine).
Erythropoietin: A hormone that controls erythropoietin, or red blood cell production; can be taken as a therapeutic agent to increase red blood cell
production. Often used to treat anemia caused by various conditions, including chronic kidney disease, cancer and other critical illnesses.
Failure to Thrive: A description applied to children whose current weight or rate of weight gain is significantly below that of other children of
similar age and sex.
Gastrectomy: Surgical removal of all or part of the stomach; used to treat bleeding, inflammation, benign or cancerous tumours.
Glycemic Index (GI): A measure of the effects of carbohydrates on blood sugar levels. Carbohydrates that break down quickly during digestion
and release glucose rapidly into the bloodstream have a high GI. A lower glycemic index suggests slower rates of digestion and absorption of the
foods' carbohydrates. GI teaching may help manage glucose levels in patients with diabetes.
High-Output Ostomies: Ostomies are openings in the abdomen from the small or large bowel in which intestinal waste passes out of the ileostomy
and is collected in an external pouching system stuck to the skin. Some patients with ostomies experience high output which includes fluids,
vitamins, minerals and electrolytes and can experience dehydration and other complications.
Ileostomy: Opening in the abdomen from the last section of the small bowel. Intestinal waste passes out of the ileostomy and is collected in an
external pouching system stuck to the skin. Procedure is performed in patients that have undergone removal of large intestine from inflammatory
bowel disease and/or cancer.
Inflammatory Bowel Disease: Refers to two chronic diseases that cause inflammation of the intestines: ulcerative colitis and Crohn's
disease. Ulcerative colitis is an inflammatory disease of the large intestine, or colon. Crohn's disease differs from ulcerative colitis in the areas of
the bowel it involves — it most commonly affects the last part of the small intestine (called the terminal ileum) and parts of the large intestine.
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However, it isn't limited to these areas and can attack any part of the digestive tract. Crohn's disease causes inflammation that extends much
deeper into the layers of the intestinal wall and generally tends to involve the entire bowel wall, whereas ulcerative colitis affects only the lining of
the bowel.
Ketones: Substances that are made when the body breaks down fat for energy.
Ketogenic Diet: A high-fat, low carbohydrate and adequate protein diet that is used to treat difficult-to-control epilepsy in children. The diet mimics
aspects of starvation by forcing the body to burn fats rather than carbohydrates for energy. Normally. carbohydrates contained in foods are
converted into glucose, transported around the body as an energy source and is particularly important in fuelling brain function. In a ketogenic
diet, with very little carbohydrate intake, the liver converts fat into fatty acids and ketones. Ketones pass into the brain and replace glucose as an
energy source. An elevated level of ketones in the blood, a state known as ketosis, leads to a reduction in the frequency of epileptic seizures.
Long-Term Bowel Rest: No food or water by mouth. Patients may be receiving IV fluids and/or parenteral nutrition.
NAFLD: Non-Alcoholic Fatty Liver Disease. Occurs in patients who do not consume excessive amounts of alcohol, yet they present in a similar way
to what can be seen in liver disease that is due to excessive intake of alcohol (e.g., fatty liver).
NASH: Non-Alcoholic Steatohepatitis. Next stage of NAFLD that involves the accumulation of fat in the liver cells as well as inflammation of the
liver.
Paracentesis: A procedure to drain fluid out of the belly through a long thin needle.
PN: Parenteral Nutrition. Intravenous feeding that provides all or part of a patient’s nutrient requirements. PN differs from a standard intravenous
(IV) solution as administration requires a larger vein (through placement of a peripheral or central venous catheter) to sustain the higher volume
and concentration of solution that is administered. There are two types of PN: Peripheral Parenteral Nutrition (PPN) and Total Parenteral Nutrition
(TPN). PPN is administered via the peripheral venous route but in lower concentrations than TPN. PPN may be partial; this means that patients may
be getting nutrition from other sources (IV or oral intake) along with the PPN. PPN is often administered in patients who require short-term use,
modest nutrient needs when patients may have some functionality of intestinal tract and are consuming oral intake, and/or where there are
contraindications to central vein access. TPN is administered via central venous access that allows for higher rates and concentrations of the PN
solution. TPN is provided when patients do not receive any other form of nutrition and is administered over longer time periods than PPN. TPN is
typically administered in patients experiencing severe digestive disorders (e.g., flare-ups of inflammatory bowel disease) and patients having
extended consequences of surgery, accidents or other trauma.
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PKU: Phenylketonuria. A genetic disorder that is characterized by an inability of the body to utilize the essential amino acid phenylalanine.
Patients must be counselled to stay away from dietary sources of phenylalanine which includes avoiding meat, chicken, fish, eggs, nuts, cheese,
legumes, cow milk and other dairy products as well as the artificial sweetener aspartame which contains phenylalanine.
Refeeding Syndrome: Usually occurs within four days of starting to feed patients who have been malnourished or who have had little nutrient
intake for prolonged period of time. Patients can develop fluid and electrolyte disorders along with neurologic, pulmonary, cardiac,
neuromuscular, and hematologic complications.
Secondary Hyperparathyroidism: When the body produces extra parathyroid hormone because the calcium levels are too low. This is seen when
vitamin D levels are low or when calcium is not absorbed from the intestines. Correcting calcium and/or vitamin D levels will bring the parathyroid
levels in the normal range.
Short Bowel Syndrome: A malabsorption disorder caused by the surgical removal of the small intestine. Short bowel syndrome usually does not
develop unless more than two thirds of the small intestine has been removed. Also termed short gut syndrome or short gut.
SIADH: Syndrome of inappropriate antidiuretic hormone hypersecretion. Characterized by excessive release of antidiuretic hormone that results in
the abnormal handling of water intake by the body. It is usually treated with fluid restriction. Diuretics may also be given to decrease reabsorption
of water, but care must be taken not to correct water imbalances too rapidly.
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2018 Proposed Lab Tests for Nutrition Assessment and Monitoring
For Ministry of Health and Long-Term Care Cost Forecasting

The College would like to express our sincere gratitude and appreciation to the following RDs for their contributions in 2011 to the 14 lab
test expert advisory panels that make up the bulk of this lab test list. In addition, we greatly appreciate the RDs who provided input in our
2017 member consultation. This input resulted in revisions to the 2011 lab test list to provide a current 2018 list for the Ministry’s cost
forecasting purposes.




Bariatrics
Jennifer Brown
Denise Poirier
Sue Ekserci
Katie Warwick
Karen Coulman

Eating Disorders
Tracie Burke
Madelyne Campbell
Jessica Cane
Holly Dickenson
Jill Fraleigh

Internal Medicine
Linda Ahn
Heather Barron
Tiffany Krahn
Elke Sengmueller

Pregnancy
Jennie Addario
Marg Alfieri
Angela Cuddy

Cardiology
Kimberly Butt
Barbara Cantwell
Marjan Shalchi
Daphna Steinberg

Food Allergies/Intolerances
Andrea Carpenter
Johanna Kaipainen
Sarah Conly
Johanne Saab

Kidney Disease
Linda Cerullo
Lynsay Clark
Kim Fisher

Sports Nutrition
Susie Langley
Neil Mackenzie
Beth Mansfield
Margaret Pereira
Nicole Springle

Cardiology
Elaine Lo
Kristen MacEachern
Mary Morningstar
Paul Morretti
Jill Pikul

Gatroenterology
Andrea Firmin
Suzanne Hansen
Janet Madill
Meera Mathius
Barbara Wendland

Oncology
Stella Chiu
Susan Haines
Joanne MacNeil
Patricia Forster

Diabetes
Patricia Baker
Wendy Gamblen
Grace Lee
Michele MacDonald Werstuck
Beth MacEachern
Michelle Saraiva

Gerontology
Marry Farris
Carol Paulic
Bev Sikorski
Heather Toll

Pediatrics
Laura Burr
Jennifer Fabe
Joan Jory
Amy Pender
Rivanna Stuhler
Roya Riazi

Glossary of abbreviations and italicized items, p. 40-43.
References, p. 44-55.
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Tel: 416.598.1725

5775 Yonge Street

Toll Free: 800.668.4990

Suite 1810, Box 30

Fax: 416.598.0274

Toronto, ON M2M 4J1

www.collegeofdietitians.org

March 1, 2018
Council Attachment 9.2

Via Email
Allison Henry, Director
Health System Labour Relations and Regulatory Policy Branch
Health Workforce Planning and Regulatory Affairs Division
Ministry of Health and Long-Term Care
56 Wellesley Street West, 12th Floor
Toronto ON M5S 2S3
Allison.Henry@ontario.ca
Dear Ms. Henry,
We are pleased to include our 2018 supplementary response to the Ministry of Health and
Long-Term Care’s request for information regarding the proposed scope of practice
expansion to permit Registered Dietitians to directly order laboratory tests in support of
nutrition care assessment and monitoring.
The College of Dietitians of Ontario appreciates the opportunity to work with the Ministry in
helping to achieve its Patient’s First: Action Plan for Health Care. We would like to thank the
Ministry staff who met with us in preparation of this supplementary response.
We trust this submission provides the requested supplementary information. However, if
there is any additional information required or if there are any further questions, please do
not hesitate to contact me at melisse.willems@collegeofdietitians.org or 416-598-1725 ext.
228.
Sincerely,

Melisse L. Willems, MA, LLB
Registrar & Executive Director
Encl.
The College of Dietitians of Ontario is dedicated to public protection. We regulate and support Registered
Dietitians for the enhancement of safe, ethical and competent nutrition services in diverse practice environments.

MESPO Review – Proposal for Registered Dietitians to order laboratory Tests January 26, 2018

Review of College of Dietitians Submission Re: Proposal for Registered Dietitians to order laboratory
tests

General Comments
1. The proposal requests that RD authority be extended to order all laboratory tests available in
Ontario. The key reason given for adopting a broad authority vs. submitting a list of test is that
testing technology changes rapidly over time and that a list-based approach can be cumbersome
and slow to respond to the introduction of new tests with higher specificity/sensitivity.
2. The ministry has identified two key issues with this proposed approach and its reasoning:
a. The approach would grant access to tests that do not appear relevant to the practice of
dietetics and nutrition management.
Like all regulated health professionals in Ontario, Dietitians practice the profession according to the
scope of practice statement and authorized controlled acts as defined in the Dietetics Act, 1991. If
the authority for Dietitians to order laboratory tests for nutrition assessment and monitoring proceeds,
Dietitians would be expected to continue to practice within scope and adhere to the College’s

Standards of Professional Practice for Ordering Laboratory Tests for Nutrition Assessment and
Monitoring. The standards currently articulate: “Unless a laboratory test will provide a result specific
to nutrition assessment and monitoring the test may not be ordered by Dietitians.”
Dietitians, like the other professions with broad ordering authority, will be required to practice within
scope when ordering laboratory tests.

b. It is not accurate to describe the current listing method as unable to respond to new and
improved tests, as the listing of laboratory tests is done on the basis of categories
(either type of test or molecule/marker being tested) and not individual tests.

The College is requesting the Ministry to proceed with granting laboratory test ordering authority for
Dietitians without the need for a laboratory test list outlined in regulation. Please refer to our
December 2017 submission for the rationale for that request.
Please refer to the attached 2018 list of laboratory tests as requested for the Ministry’s cost
forecasting purposes. The list of laboratory includes revisions to the laboratory test list submitted by

1
College of Dietitians of Ontario Supplementary Response to MESPO Review
Proposal for Registered Dietitians to order laboratory Tests, March 2, 2018

our College to the Ministry in 2011. Revisions are based on feedback received from Dietitians in our
2017 member consultation.

3. The MESPO framework requires that claims be supported by evidence. An evaluation using
MESPO follows these steps:
a. Determination of patient or system need for the expanded scope.
b. Impact assessment, along the following pillars:
i. Impact to patients
ii. Impact to the health system
iii. Economic impact
iv. Impact to interprofessional care
v. Patient safety impact
vi. Professional competencies
Specific Comments
1. About the proposal
a. The ministry is seeking further details regarding the daily practice of dietetics in Ontario,
specifically which are the laboratory tests commonly used to evaluate metabolic and
biochemical functions dependent on the adequate supply of essential nutrients (i.e.
commonly used in nutrition therapy and management)?

Please refer to the attached 2018 list of laboratory tests.

2. Impact on timeliness to care
a. The college notes that the proposal would have a positive impact on timeliness to care
and greater ease of navigation, and that these impacts are key contributions to costcontainment and improving quality of care (pages 8-11). To better illustrate these
statements, what is the typical patient pathway for receiving an order for a blood test
relating to nutritional management and therapy in:
a. An institutional setting (hospital or LTCH) where a medical directive is in place
allowing RDs to order specific laboratory tests?

Dietitians order the laboratory tests through the patient’s electronic medical record (EMR), paper
chart or another lab test ordering system. The sample (e.g. blood, urine, fecal) is drawn by an
authorized practitioner (e.g. laboratory technologist or nurse) and sent to the laboratory for analysis.
Results are included in the EMR, paper records or in a specific lab test results location (if kept
separately). Dietitians discuss the results with the patient’s most responsible physician/nurse
2
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practitioner (NP), as applicable. Modifications to the nutrition care plan are implemented if the
Dietitian has the authority to order diets/oral nutritional supplements/vitamins and minerals. If no
ordering authority for diets/supplements exists, the Dietitian requests the most responsible
physician/NP to modify the nutrition care plan accordingly.
Note that while long-term care (LTC) homes are not subject to section 24 (Orders for Treatment)
under the Hospital Management Regulation of the Public Hospitals Act, 1991, many LTC homes
operate in a similar manner (via organizational policy) requiring the most responsible physician/NP
to co-sign any diet/supplement orders. Where this is not the case, Dietitians can freely order
diets/supplements without any additional authority in LTC homes.

b. An institutional setting (hospital or LTCH) where there are no medical directives
in place allowing for specific laboratory tests?
Dietitians have a discussion and/or make written/oral suggestions to the most responsible
physician/NP to order the specific laboratory tests for nutrition assessment and monitoring. If in
agreement, the physician/NP then orders the laboratory tests and the sample (e.g. blood, urine,
fecal) is drawn by an authorized practitioner (e.g. laboratory technologist or nurse) and sent to the
laboratory for analysis.
Results are included in the EMR, paper records or in a specific lab test results location (if kept
separately). Dietitians discuss the results with the most responsible physician/NP, as applicable.
Modifications to the nutrition care plan are implemented if the Dietitian has the authority to order
diets/oral nutritional supplements/vitamins and minerals. If no ordering authority for
diets/supplements exists, the Dietitian requests the most responsible physician/NP to modify the
nutrition care plan accordingly.
Note that while long-term care (LTC) homes are not subject to section 24 (Orders for Treatment)
under the Hospital Management Regulation of the Public Hospitals Act, 1991, many LTC homes
operate in a similar manner (via organizational policy) requiring the most responsible physician/NP
to co-sign any diet/supplement orders. Where this is not the case, Dietitians can freely order
diets/supplements without any additional authority in LTC homes.

c. In a primary or community care setting (e.g., FHT, CHC, Home care agency)?
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With Medical Directives:
Dietitians complete the laboratory requisition form to order the laboratory tests and indicate
accordingly what was ordered in the patient’s EMR or paper chart. The patient takes the requisition
form to their local laboratory to have the laboratory tests drawn. The laboratory knows the Dietitian
has such authority to order laboratory tests by either the attached copy of the medical directive to the
patient’s laboratory requisition form, or the laboratory has this medical directive already on file. The
sample (e.g. blood, urine, fecal) is drawn by an authorized practitioner and sent to the laboratory for
analysis.
Results are sent to the Dietitian and primary care provider (if CC’d on the laboratory requisition form)
and included in the patient’s EMR, paper record or in another specific lab test results location (if kept
separately). The Dietitian discusses the results with the primary care provider, as applicable.
Modifications to the nutrition care plan are implemented accordingly.

Without Medical Directives:
Dietitians have a discussion and/or make written/oral suggestions to the primary care physician/NP
to order the specific laboratory tests for nutrition assessment and monitoring. If in agreement, the
physician/NP then orders the laboratory tests and provides the patient with the requisition form. The
patient takes the requisition form to their local laboratory to have the laboratory tests drawn. The
sample (e.g. blood, urine, fecal) is drawn by an authorized practitioner and sent to the laboratory for
analysis.
Results are included in the patient’s EMR, paper records or in another specific lab test results location
(if kept separately). The Dietitian reviews the laboratory test results once included in the EMR or
paper chart and discusses the results with the primary care provider, as applicable. Modifications to
the nutrition care plan are implemented accordingly.

b. How would the proposed scope of practice change alter the typical patient pathway in
each of the scenarios described above?

In 2a, the pathway would remain the same but there would be no need to create and annually
approve medical directives giving Dietitians the authority to order laboratory tests for nutrition
assessment and monitoring. This would alleviate a significant amount of time and health care
practitioner resources in the development and approval process. Patients would receive nutrition care
in a more timely and convenient manner.
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In b and c, the pathway would resemble what was outlined in 2a. There would be no need to make
suggest orders to physicians/NPs which can often take time (in some cases days) and requiring
patients to attend additional appointments in FHT, CHC, and homecare settings.
In all cases, Dietitians are expected to collaborate and communicate with physicians/NPs. This
requirement is well articulated in the College’s Council-approved 2011 Standards of Professional

Practice for Ordering Laboratory Tests for Nutrition Assessment and Monitoring. Refer to copy of
standards provided by email to the Ministry on February 8, 2018.

3. Patient Safety
a. Please provide a copy of the Standards of Professional Practice for Ordering Laboratory
Tests for Nutrition Assessment and Monitoring
This document was emailed to the Ministry on February 8, 2018. Also attached here for your ease of
reference.

b. On page 12, the college notes that access to electronic health records is a key element
enabling effective inter-professional communication. What percentage of your
membership has access to electronic health records in their primary place of work?

The College is unable to answer this question. It is possible that the Ministry can obtain some data
through the analysis of the publically-funded facilities which have granted Ontario Laboratories
Information System (OLIS) access to Dietitians.

c. Has the college contemplated whether there is a need for a mandatory reporting
requirement to the patient’s Primary Care Provider by an RD of the results of a
laboratory test ordered by the RD?

The College’s 2011 Standards of Professional Practice for Ordering Laboratory Tests for Nutrition
Assessment and Monitoring require collaboration and communication between RDs and others
providers for client care. If the authority for Dietitians to order laboratory tests proceeds, the College
will consider whether a specific statement in the standards is needed requiring Dietitians to share the
results of the laboratory tests they order with the patient’s primary care provider.
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4. Education and competency
a. On page 13, the college notes “Overall, dietitians have the necessary entry-level
competence to order, interpret and appropriately utilize specific laboratory tests for
nutrition assessment and monitoring.” (emphasis added). Please identify which
laboratory tests dietitians have the necessary entry-level competence to order, interpret
and appropriately utilize. Consider surveying RDs about entry level practice vs. advanced
practice lab tests?

Refer to 2018 revised laboratory test list provided.

b. The college notes its confidence in entry-to-practice competencies (p.14). Can the
college comment on the competencies of RDs that are currently in practice and have
been in practice for 10 years or more, and on its mechanisms/activities to ensure the
competency of these members to perform the new proposed authority? RDs currently
ordering labs through medical directives, skin pricking?

As per page 13 of the College’s December 2017 submission to the Ministry, the Integrated
Competencies for Dietetic Education and Practice (ICDEPs) are listed that correspond to ordering
laboratory tests. The ICDEPs have been in place for Dietitians in Ontario since 2013. Prior to the
ICDEPs, the following competencies corresponding to ordering laboratory tests were in place:

2006 Essential Competencies for Dietetic Practice

DIMENSION 1: PROFESSIONAL PRACTICE
1.0 Practices with professional integrity.
1.1 Practices in compliance with professional legislation and regulations.
1.2 Practices in compliance with professional standards, practice guidelines and codes.
1.4 Refers individuals for consultation when issues are beyond scope of practice and competence.
1.5 Accepts personal responsibility and accountability for actions and decisions.
2.0 Respects the individuality and autonomy of others.
2.3 Obtains informed consent as required prior to providing services.
2.4 Provides services considering the best interests of the individual and their needs.
3.0 Applies legal and ethical principles in managing information.
3.1 Complies with legislation and established policies in managing information.
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4.0 Applies information management principles and current technology in practice.
4.1 Documents and maintains information in compliance with established guidelines.
4.2 Maintains accurate, clear, concise and timely documentation of professional services.

DIMENSION 2: COMMUNICATION
8.0 Facilitates team work.
8.1 Applies principles of collaboration and negotiation in team work.
8.2 Incorporates team members’ knowledge, expertise and personal skills in team processes.
8.3 Collaborates with team members to determine goals.

DIMENSION 3: COMPETENCE
10.0 Maintains professional competence.
10.1 Reflects on and evaluates own current practice.
10.3 Recognizes limitations in practice qualifications and own level of competence.
12.0 Applies current research and evidence based practice findings into services provided.
12.1 Evaluates current research / evidence based practice findings to determine the reliability and
credibility of information.
12.2 Determines applicability of current research / evidence based practice findings to practice
setting.
12.2 Applies research / evidence based practice findings to improve practice.

DIMENSION 4: CLIENT CARE
16.0 Contributes to client care through collaboration with inter-professional team.
16.1 Advocates on behalf of clients with the inter-professional team.
16.2 Coordinates and integrates care to ensure quality and continuity of care.
16.3 Refers clients to other members of the inter-professional team.
17.0 Conducts comprehensive nutrition assessments.
17.7 Reviews and assesses relevant laboratory data.
17.9 Interprets findings of comprehensive nutrition assessment to identify normal, abnormal and
deviant states of health.
17.10 Draws relevant conclusions from nutrition assessment data.
18.0 Develops, implements and evaluates nutrition care plans.
18.1 Integrates assessment data in development of the nutrition care plan.
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1996 – Competencies for the Entry-Level Dietitian
Professional Practice


3. Commits to a high standard of professional competence through continuous learning and
self-development by:
a) assessing personal and professional strengths and limitations.
b) identifying development needs in practicing dietetics.
c) pursuing a plan for self-development.
d) monitoring a plan for self-development.





6. Accepts accountability in performing responsibilities.
7. Practices within areas of competence.
8. Utilizes research to improve practice.

Assessment




2. Identifies/obtains relevant data including:
c) health record data (e.g. anthropometric, biochemical, clinical, dietary,
psychosocial).
6. Integrates and interprets:
c) health record data (e.g. anthropometric, biochemical, clinical, dietary,
psychosocial).

Planning


1. Establishes, with the client and appropriate others, realistic goals consistent with the
assessment, ethical considerations, legislation, and policies.

Communication




Collaborates with clients, colleagues, agencies, etc. during all phases of practice (e.g.
assessment, planning, implementation, and evaluation).
Uses appropriate communication
14. Documents at each stage of the process:
a) according to policy, established time lines, and legal requirements.
b) in an appropriate format (e.g. concise and organized style).

c. On page 15, the college notes “Should the authority for dietitians to order laboratory
tests for nutrition assessment and monitoring proceed, we will also explore changes to
CDO’s Quality Assurance Program to capture this new authority”. The ministry would
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encourage the college to identify the quality assurance activities it would undertake to
ensure continued safety and quality of care, as part of this proposal.

Quality Assurance Program
If the authority for Dietitians to order laboratory tests for nutrition assessment and monitoring
proceeds, the College will incorporate a means through its existing Quality Assurance (QA) Program
components (subject to Committee and Council approval, as appropriate) to:
1. Collect data (number of Dietitians ordering labs);
2. Encourage professional development for safe and competent performance of this new
authority; and
3. Ensure understanding and compliance of the legislation and the College’s standards for
ordering laboratory tests for nutrition assessment and monitoring.

As with any other authority given to Dietitians through legislation (e.g. point of care testing) and in
keeping with its mandate of public protection, the College will not become the arbiter of specific
logistical and workplace processes within a Dietitian’s practice. High level behavioural expectations
for Dietitians would be articulated in the Standards of Professional Practice for Ordering Laboratory

Tests for Nutrition Assessment and Monitoring.
Subject to the approval of the QA Committee and Council, as appropriate, the College could
consider the following QA program activities to ensure continued safety and quality care when
Dietitians order laboratory tests for nutrition assessment and monitoring:
1) Data Collection
The Self-Directed Learning (SDL) Tool is completed annually at renewal by all active General
members; it is the means by which members reflect on their current practice and set two professional
development goals related to their learning needs.
We will incorporate a question into the SDL Tool which asks members: Do you currently order

laboratory tests for nutritional assessment and monitoring?
The data would then be analyzed to determine the number of Dietitians actually ordering laboratory
tests in their dietetic practice.
The College reviews a selection of learning goals every year to ensure they are appropriate.
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2) Professional Development
If members respond yes to the previous question as proposed in the SDL Tool, the College would
encourage them to develop one of their learning goals related to ordering laboratory tests, especially
for those members who are fairly new at independently ordering laboratory tests in their dietetic
practice.
The data would then be analyzed to determine the number of Dietitians who have chosen to develop
a learning goal around this practice.
The College reviews a selection of learning goals every year to ensure they are appropriate.

3) Ensure understanding and compliance of the legislation and CDO’s standards for ordering
laboratory tests for nutrition assessment and monitoring
a) The Jurisprudence Knowledge Assessment Tool (JKAT) is completed by every member within their
first year of General membership and every five years thereafter; it is a multiple choice, open
book online “test” to ensure that members have an understanding of the legislation, standards
and by-laws impacting the dietetic profession in Ontario. Every member must achieve 90% and
they have three attempts to achieve the “pass” mark.
Each of the questions within the JKAT describes a scenario and the member must choose the most
appropriate answer; references are given to assist in answering the questions correctly. The
questions run the gamut from professional ethics to record keeping to performing controlled acts,
etc.
We will incorporate two to three questions in the JKAT related to the authority for Dietitians to
order laboratory tests for nutrition assessment and monitoring. References will be given to
corresponding legislation, standards of practice and other College educational resources, as
applicable.
The results would be tabulated and the development of further educational resources would be
undertaken by the College on an as-needed basis.
b) The 2 Step Peer and Practice Assessment (PPA) is completed annually by a random selection of
10% of General members; Step 1 is a multisource survey from patients*, colleagues and a
member self-survey. Based on Step 1 results and other defined criteria, some members are
required to move onto a chart review of patient health records and a behaviour-based interview
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regarding their dietetic practice performed by a trained peer assessor familiar with the Dietitian’s
area of practice.
Albeit a small portion of the membership, for those members moving onto Step 2 of the PPA, the
College will incorporate a question in the pre-assessment survey regarding laboratory ordering
practices. In the behaviour-based interview, we would then ask the Dietitian being assessed to
describe their procedure(s) for ordering laboratory tests, including documentation and
mechanisms to ensure effective interprofessional collaboration and communication.
* Patients are defined as individuals, caregivers, family members, substitute decision-makers who:
a) have received care within the last year; or b) are currently receiving service.

5. Economic Impact
a. The ministry will need to undertake cost-modelling relating to this proposal in order to
determine its impact on the public budget, businesses in Ontario and patients. In order
to do this, the ministry will require a list of tests used in RD practice for nutrition
therapy and management.

Refer to the 2018 revised laboratory test list provided.

6. Consultation activities
a. Consultation is a key process encouraged by the ministry for all proponent of a scope of
practice change. The information gleaned from consultation activities can help inform
answers to questions relating to the impact of the proposal on patients or the health
system, on other Ontario Businesses, on inter-professional care delivery, and quality of care.
Moreover, these activities can identify risks and issues that will need to be mitigated.
b. On pages 19 and 20 of the submission, the College notes that at the time of submission to
the ministry, it had not heard feedback from the OHA on the current proposal. If a response
was received from the OHA, please provide it to the ministry.

The College sent a follow-up email to the Ontario Hospital Association (OHA) on February 22, 2018
to determine if they have any questions or comments. The OHA responded and indicated they have
already been in contact with the Ministry directly about this work and will be following-up directly
with Ministry staff.
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c. The college survey of its members indicates that many dietitians also work in Long-Term
Care Facilities, Diabetes Education Centres, Family Health Teams and Community Health
Centers. As such, the ministry would encourage the college to consult on this proposal with
the following organisations: Ontario Long-Term Care Association, the Association of Family
Health Teams of Ontario, and the Association of Ontario Health Centers.
Our December 2017 submission to the Ministry was emailed to the following organizations
requesting input:


Ontario Long-Term Care Association – February 20, 2018
o

Note that the Ontario Long-Term Care Association participated in the original
consultation in 2008 (see attached) and were supportive of the change of scope
being requested. In response to the recent consultation request, the Association
indicated on February 26, 2018 that they will not be responding due to time
constraints.



Association of Family Health Teams of Ontario – February 21, 2018
o



No response to date March 1, 2018.

Association of Ontario Health Centres – February 21, 2018
o

On February 23, 2018, they emailed the College indicating they will try to share a
written response by March 1, 2018.

d. On page 21, the college notes that it has not consulted with members of the public on this
proposal. If consultation activities took place since the submission of this proposal, please
provide a summary of the feedback and comments received. If no consultation activities
have taken place, the ministry encourages the college to do so.
The College has developed a public consultation survey which is being disseminated via
our website, Facebook page and Twitter account. To access the consultation survey, click
here.
Preliminary results to date March 1, 2018 from 22 respondents indicates that the
majority of respondents (91%) are in favour of the proposed authority for Dietitians to
order laboratory tests for nutrition assessment and monitoring and 96% felt the proposed
change would improve the patient experience.
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e. On page 23, the college notes that at the time of submission to the ministry, it had not
heard feedback from all members of the Federation of Regulatory Health Colleges of
Ontario on the current proposal. If additional responses beyond those included in the
submission have been received since, please provide them to the ministry.
Nothing further to date as of March 1, 2018.
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Council Attachment 9.3

STANDARD OF PROFESSIONAL PRACTICE
Ordering Laboratory Tests for Nutrition Assessment &
Monitoring

__________________________________________________________________

SECTION I: Preamble:
The Ministry of Health and Long-Term Care has indicated that it will authorize RDs “To order
specified laboratory tests as set out in regulation for nutritional assessment and monitoring.” The
Ministerial regulation that will specify the lab tests which Registered Dietitians will be able to order
has not as yet been passed. Until it is, the authority to order lab test will not be in effect.
RDs should be aware that the authority to order laboratory tests will not be for diagnostic purposes.
Unless a laboratory test will provide a result specific to nutrition assessment and monitoring the test
may not be ordered by RDs. The laboratory tests that RDs are permitted to order will be listed in a
Minister’s Regulation made under the authority of the Regulated Health Professions Act (1991) and
will be made available to RDs.
The Professional Practice Standard for Ordering Laboratory Tests for Nutrition Assessment &

Monitoring outlines the expectations for RDs when performing this authority.

SECTION II: Prior to ordering laboratory tests for nutrition assessment & monitoring, RDs
must:
1. Have the required knowledge, skills and judgment for ordering the lab tests and using the
results in relation to the specific client conditions being assessed and monitored;
2. Understand the policies and procedures for ordering laboratory tests within their specific
work setting;
3. Determine whether the test is clinically indicated given the specific client conditions and
potential impact on nutrition care planning;
4. Determine if the lab test is listed in the Ministerial regulation that lists the lab tests that can be
ordered by RDs in Ontario (this will be an appendix to the Practice Standards when
available)
5. Consider the client’s specific circumstances when assessing contraindications, precautions,
risks and benefits associated with laboratory testing;
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6. Consider the cost-effectiveness of the laboratory tests and any appropriate alternatives and
make an effort to avoid duplication by reviewing available medical health records and
information from the client and other health care providers, discussion with clients and other
health care providers, as appropriate; and
7. Not transfer the authority to order laboratory tests to others.

A complex set of interdependent laws and regulations have been put in place for RDs to have the
authority to order laboratory tests for nutrition assessment and monitoring. These include
amendments to regulations under the:





Public Hospitals Act;
Health Insurance Act;
Laboratory and Specimen Collection Centre Licensing Act; and
Medical Laboratory Technology Act.

As a result, RDs may not transfer the authority to order laboratory tests for nutrition assessment and
monitoring to others, including other health care professionals and dietetic interns.

SECTION III: RDs collaborate and communicate with clients and other health care
professionals when ordering laboratory tests, and must:
1. Obtain informed client consent, as appropriate:
a) Explain to clients the rationale and clinical significance of ordering the laboratory
tests;
b)

Indicate the nature of the test (e.g., sample of blood, urine, or stool) and provide
or ensure the provision of relevant information to enable the client to prepare (e.g.,
fasting state) for the laboratory test;

c)

Outline the possible risks and contraindications for performing the laboratory tests
including alternate ways to complete nutritional assessment/monitoring, as
applicable;

2. Outline the process for communicating laboratory test results with clients including timeframe
and whether only abnormal results will be communicated or all results will be communicated;
3. *Communicate the laboratory test results with clients in a timely manner. When
communicating laboratory test results to clients, RDs must:
a) Include relevant clinical information;
b) Describe the impact of the laboratory test results on nutrition care;
2

c) Outline any revisions/next steps for the client’s nutrition care plan;
d) Indicate the expected future outcomes; and
e) Refer the client to relevant health care provider(s), as appropriate;
4. Notify other health care providers of any clinically-significant results, as appropriate, in a
timely manner; and
5. Refrain from communicating a medical diagnosis to clients.

*Communicating Laboratory Test Results:
RDs may communicate the results of laboratory tests to clients, including elevated, normal or low
values, provided they are not violating the controlled act of communicating a diagnosis as outlined
in section 27(2) of the Regulated Health Professions Act (1991):
“1. Communicating to the individual or his or her personal representative a diagnosis
identifying a disease or disorder as the cause of symptoms of the individual in
circumstances in which it is reasonably foreseeable that the individual or his or her
personal representative will rely on the diagnosis.”1
If RDs have ordered laboratory tests and the results are indicative of an undiagnosed medical
disease or disorder, RDs cannot communicate the presence or label of the specific medical disease
or disorder to the client. In this case, RDs must refer clients to their primary health care provider
(Physician or Nurse Practitioner, as appropriate) or “orphaned” clients to a walk-in clinic or hospital
emergency room for further investigation and for communication of any medical diagnosis.

SECTION IV: RDs are accountable for confirming there are appropriate mechanisms in
place in their practice settings to follow-up on laboratory tests results specifically, and must:
1. Ensure there is a reliable system in place for tracking the laboratory tests that have been
ordered by the RD and the results received;
2. Ensure that there is effective reliable system in place for timely review of laboratory test
results ordered by the RD;
3. Use professional judgment to provide timely follow-up care to clients as required;
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Be available so that laboratories can communicate critical laboratory test results in a timely
manner as needed, or ensure there is a reliable system in place within their workplace for
this purpose.

SECTION V: RDs must ensure clear documentation of all aspects of ordering laboratory tests
including:
1. Informed client consent (verbal or written), as appropriate;
2. The date and type of laboratory tests ordered and the date of test or receipt of the results;
3. The clinical significance and impact of the laboratory test results on nutrition assessment and
monitoring;
4. Any follow-up tests ordered and care provided to the client; and
5. Referrals to other health care providers, as appropriate.

SECTION VI: Compliance with CDO Standards of Professional Practice
It is expected that all RDs will comply with the Professional Practice Standard for Ordering Laboratory

Tests for Nutrition Assessment & Monitoring when performing this authority. RDs are required to
practice within their individual level of competence and meet the Standards that are relevant to their
practice environment and practice functions. Where RDs are falling below the College’s expectations,
Standards of Professional Practice will be used as a basis for assessments or investigations and may
guide the development of remediation plans.

_____________________________________________________________________________
References:
1

Regulated Health Professions Act, (1991), Schedule 1, Self Governing Health Professions, 27(2.1).
Available from: http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_91r18_e.htm
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Introduction
The Ontario Long Term Care Association (OLTCA) is pleased to provide comments on
the requests to the Health Professions Regulatory Advisory Committee (HPRAC) from
six Ontario health professions for changes to their professional scopes of practice.
OLTCA represents 430 long-term care (LTC) homes, or 70% of the private, not for
profit, charitable and municipal homes across the province that provide care and services
to some 50,000 frail, elderly people with increasingly complex chronic illnesses,
dementia and psycho geriatric conditions. Traditionally, primary care in LTC homes has
been the responsibility of Family Physicians with the support of other health
professionals including registered nurses, registered practical nurses, clinical
pharmacists, registered dieticians, physiotherapists, nurse practitioners, social workers,
activity professionals, etc. Predictably, any changes to the scopes of practice for
Pharmacists, Registered Dietitians and Physiotherapists would directly affect the existing
interprofessional relationships and quality of care provided by this primary care
collaboration. In addition, these proposed changes have the potential to influence LTC
homes as they address several system level challenges such as the health human resource
deficit, enhancing care capacity and quality, drug and resident safety, as well as meeting
the strategic directions of the Ministry of Health and Long Term Care (MOHLTC). At
the same time, we believe that these changes are not completely free of risk to the LTC
sector and resident care. We therefore welcome the opportunity to provide our comments
to HPRAC as it undertakes this review of the changes to the scope of practice of these
three professions (Pharmacists, Registered Dietitians and Physiotherapists).
Background:
Primary care in LTC homes has been steadily evolving beyond the conventional
partnership between physicians, registered staff and front line caregivers envisaged in the
current regulatory and programmatic frameworks supporting the sector. One of the main
drivers has been the increase in acuity of residents, 71% of whom are over the age of 80
years, as demonstrated by a nearly 30% increase in the MOHLTC levels of care
classification acuity index since its introduction over 14 years ago. During this time, the
prevalence of chronic diseases such as diabetes, osteoarthritis, and osteoporosis among
residents of LTC homes 1 has grown as with levels in community-based populations,
while the proportion of residents living with the late effects of stroke and Alzheimer’s
and related dementias has grown well beyond that of the elderly population in the
community. In addition, the health system has increased expectations that LTC homes
will provide more complex or specialized care as it grapples with sustainable
management of chronic diseases and an aging population. One of the other drivers of the
changing model of primary care in LTC homes has been the Ministry led initiatives
related to interprofessional care:
• The introduction of Nurse Practitioners
• Drug Services Branch has introduced changes to the Ontario Drug Benefits Plan
that will refocus the clinical role of pharmacists;
1

January 2008 MOHLTC Annual Classification reported rates as follows: 20% diabetes; 18%
osteoarthritis; 10% arthritis; 16% osteoporosis, 19% late effect stroke; 53% Alzheimer’s and related
dementias
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•

The LTC raw food allowance was increased in part to address the complexity of
therapeutic diets for managing nutritional needs of residents
• OHIP funding for physiotherapy in LTC homes increased access to services for
residents throughout the province
These initiatives all bear witness to the growing evidence that the use of providers other
than Family Physicians in the skill mix enhance the delivery of primary care to LTC
home residents 2 . It is within this evolving primary care model that OLTCA believes that
an expanded scope of practice for Pharmacists, Registered Dietitians and Physiotherapists
could provide the following direct benefits to residents of LTC homes by enhancing:
• Primary care
• Safe medication management
• Quality of work life
• Resident and Family Satisfaction
However, OLTCA also believes that key structural or system-based issues enablers must
also be in place in order to mitigate the following risks that these expanded scopes of
practice pose to the LTC sector:
• Impact on costs to provide services
• Resident safety
The following sections address both the benefits and the risks to the LTC sector.
Benefits:
Enhancing Primary Care:
As early as 2003, the College of Family Physicians of Canada Studies 3 was predicting
both Canada-wide and Ontario-wide shortages of Family Physicians. Shortages of family
physicians in Ontario present a unique challenge to the provision of primary care to
residents of LTC homes: availability and workload. In 2001 the Ontario Long Term Care
Physicians Association identified that, physicians in LTC homes are older and nearing
retirement faster than their colleagues who do not work in LTC homes. The Queen’s
University study completed by Christopher Frank, et al (2006) 4 confirmed that most
medical directors believe there is a serious shortage of physicians in LTC that will only
get worse through retirement and reduction in practice as the workforce ages. In addition,
physician workload is often a barrier to adequate inter-professional primary care.
Physicians are typically only present in the home several days a week (in some cases
several days per month) and only accessible after regular business hours by on-call
coverage. The impact of this shortage may be mitigated through expanded scopes of
practice for Pharmacists, Registered Dieticians and Physiotherapists.
2

OLTCA submission to HPRAC on NPs, ABC, Collaborative Care Models for LTC Project (Champlain
LHIN), Toronto Region Long Term Care Mental Health Psychogeriatric Framework Report, MOHLTC,
2006
3
McMaster University Department of Family Medicine, School of Nursing and Shalom Village. Actively
Building Capacity in Long Term Care, Recruitment & Retention of Family Physicians, Nurse Practitioners
and Pharmacists, Collaborative Service Delivery, Interdisciplinary Collaborative Curriculum. September
2003
4
Medical Directors of Long Term Care Facilities Preventing another Physician Shortage Frank C. et al
Canadian Family Physician, vol. 52 June 2006: pp.753 - 756
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Improving the Admission Process
Within the first 24 hours of being admitted to a LTC home, registered staff begin to
develop and implement care plans including new medication orders reconciled to the
medications the new resident was receiving in their previous care setting. Increasingly
there is pressure for LTC homes to facilitate admissions beyond “regular business hours”,
i.e. in the evening and on weekends in order to support provincial ALC strategies in the
LHINs. In many areas of the province On-call or after hours coverage by physicians
remains problematic. However, pharmacy services respond 24/7. Expanding the scope of
Pharmacists to extend a prescription for continuity of care may facilitate the ability of the
LTC home to provide the level of admission services required to support the Ministry’s
strategic health goals.
Improving timely access to care for residents
LTC legislative and compliance standards reinforce the gatekeeper role of the Attending
Physician to primary care for residents of LTC homes. Physicians are required to
process/approve orders before treatment or care plans can be initiated. This means that
every minute of time spent by Registered Dieticians, Pharmacists and Physiotherapists on
tracking the physician to process or approve an order comes at the expense of direct care
time with LTC residents. Direct care time by these professions is already a limited
resource in LTC since:
• the Ministry currently funds only 15 minutes per resident per month for
nutritional care;
• Physiotherapy services are capped at $600 per bed per annum by OHIP and
Alternate Payment Plans (approximately 100 OHIP sessions per annum per
resident receiving service)
• Pharmacists deliver the LTC pharmacy program through a “right to provide”
contract with LTC homes with any clinical time eked out of the pharmacy
services funding through the Ontario Drug Benefits Plan.
The proposed expanded scopes of practice would go a long way to streamlining
procedures and alleviating some of the pressure on the limited time available to residents
of LTC from these key professionals.
Enhancing Safe Medication Management:
Pharmacists dispense medications for long-term care home residents on the basis of a
physician’s, or other recognized health professional’s, prescription, as well as the
pharmacist’s knowledge of the individual and the prescribed drug. It’s the responsibility of
the pharmacists to work with the prescriber and home to identify potential drug interactions
and provide advice on the appropriate drug therapy. The release of the Auditor General’s
Report on Medication Management in LTC homes (January 2008) has provided the
opportunity to focus on the potential role of interprofessional collaboration, particularly
among physicians, nurses and pharmacists in the safe and effective management of
medications. The Ministry and the sector have established a Medication Management Task
Force to facilitate this drug safety initiative. In addition, the Long Term Care Homes Act, once
proclaimed, will continue to focus on the safety of the use of psychotropic drugs. Evidence
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already supports the notion that the close collaboration of pharmacists with physicians in LTC
homes could be one of the contributing factors to the lower rates of atypical and traditional
psychotropic drug utilization in LTC homes versus the community 5 . We believe the proposed
expanded scope of practice for Pharmacists would continue to enhance drug safety and
medication management in LTC homes.
Quality of Work Life:
The recent People Caring for People Report (May 2008) submitted to the Ministry by
Shirlee Sharkey, noted the need for more effective team based care and health
professional leadership in contributing to both care capacity building and quality of care
in LTC homes. Many of the factors reviewed by Ms. Sharkey that were identified as
contributing to a healthy work environment for health professionals relate to the ability
to consult with peers and to create mentoring opportunities 6 . One of the consequences of
expanding the scope of practice of these professionals in LTC homes may actually result
in enhanced interprofessional interaction. While this does not substitute for additional
time, the knowledge that other professionals have an enhanced role in the care of the
LTC home’s residents may have a positive affect. It may also increase both physician
and LTC home Director of Care (nursing) job satisfaction by expanding access to other
health care professionals. 7
Resident and Family Satisfaction:
Residents and family members are key stakeholders in any changes to primary care in
LTC homes. Their desire for increased flexibility to meet individual resident care needs
was strongly voiced through the People Caring for People Report (May 2008) and
identified the specific need for enhancements to increase the capacity and access to
therapy and nutritional care. Putting aside, for the moment, the issue of adequate funding,
the proposed expanded scopes of practice may respond to some of the issues identified by
residents and families. The predicted streamlining or increased care efficiency from
expanded scopes of practice could contribute to greater satisfaction. Residents and
families may view the changing roles of these three professions as contributing to better
outcomes and more individualized care. This, of course would have to be verified over
time through a provincial satisfaction survey for each of these key stakeholders.

Risks:

5

Rochon P, Normand S, Gomes T, Gill S, Anderson G, Melo M, Sykora K, Lipscombe L, Bell C,
Gurwitz J. Antipsychotic therapy and short-term serious events in older adults with dementia. Arch Intern
Med. 2008; 168 (10): 1090-1096.
6
7

People Caring for People, Sharkey, S. May 2008 p.50
Care Models for LTC Project (Champlain LHIN)
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Resident Safety
While OLTCA supports the expansion of the scopes of practice for Pharmacists,
Registered Dietitians and Physiotherapists, we caution that without the presence of an
electronic health record for all Ontarians, this expansion may increase the risk of error
and actually negatively affect resident safety. All three of the health professions also note
in their individual submissions the importance of an electronic health record as a key
enabler for the success of expansion of scopes of practice. It is clear that an increased
ability to prescribe, order diagnostic and lab tests and independently provide treatments
requires even greater coordinated communication in order to avoid the increased
opportunities for error, duplication and risk of harm. The province of Ontario is currently
lagging in its implementation of an electronic health record in for hospitals. The changes
to the scope of practice recommended by these health professionals will have a profound
impact on community-based care including care in LTC homes where little has been done
to implement the electronic health record. We strongly urge HPRAC to advise the
Ministry that the electronic health record is an essential enabler for meeting the
expectations of clients and health providers and delivering on the opportunities for
improving the performance of the health care system that expanded scope for
Pharmacists, Registered Dieticians and Physiotherapists can offer.
Impact on Costs to Provide Services
As noted earlier, the amount of time that these three health professions spend in LTC
homes is very limited due to the funding structures. Homes are already experiencing cost
pressure in the Program and Support Services (PSS) envelope because of a Ministry
policy change to allow the Registered Dietitian time to increase from 15 minutes per
resident per month to a maximum of 30 minutes, without providing appropriate funding
to homes. The gaps in availability of Registered Dietitians in some areas of the province
have also contributed to upward pressures on consulting fees. Since both funding for
quality of life programming for residents and the purchase of clinical nutrition services
by Registered Dieticians is through the PSS envelope, LTC homes can be faced with the
difficult decision of reducing activation programming, social work and other programs
and services in order to provide more dietitian time or meet the cost of fees. The
expanded scope of Registered Dieticians may continue to exacerbate this pressure on the
envelope with the unintended consequence of diminishing quality of life programming.
Similar funding caps for physiotherapy service may also not result in residents of LTC
homes benefitting fully from the opportunities presented through expanded scope of
service. It is our understanding that the outcome of the review of expanded scope of
practice for Pharmacists will contribute to the next steps in the ongoing redesign of
pharmacy services in LTC homes funded by the Ontario Drug Benefits Program, so the
impact on cost of service is yet to be determined.
Conclusion:
We have attempted to illustrate that there are both benefits and risks to the expansion of
the scopes of practice for Pharmacists, Registered Dietitians and Physiotherapists to the
programs and services for residents of LTC homes. These changes will help to address
the growing need for timely and safe treatment of residents in LTC homes and enhance
the existing model of interprofessional primary care in LTC homes. OLTCA also
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believes that these changes can support the Ministry to achieve its strategic direction of
providing the right care in the right place in an integrated health system. At the same
time, we also caution that in the absence of an electronic health record, these changes
increase the risk of error, duplication and harm to residents and costs to provide services
in LTC homes.
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Council Attachment 9.5

Melisse L. Willems, MA, LLB
Registrar and Executive Director
College of Dietitians of Ontario
1810-5775 Yonge Street, Box 30
Toronto, ON M2M 4J1

Dear Ms. Williams,

Re: Proposed Scope Expansion of the Registered Dietitian (RD) Profession in Ontario

First, we would like to take this opportunity to thank you for including the Association of Ontario Health
Centres (AOHC) as part of the College of Dietitians of Ontario consultations on proposed scope expansion
of the Registered Dietitian (RD) profession.
The AOHC is very supportive of RDs expanding their scope of practice to include prescribing laboratory
tests. The expanded scope of practice would be a tremendous achievement speaking to the importance of
the work conducted by RDs in the province, the evolution of the profession and their growing role in
Ontario’s health system transformation. Here are a few arguments that support our position:


Positive impact on people receiving services
People would be positively impacted as this expanded scope of practice to include prescribing will
enhance timeliness and continuity of care for clients enabling the RD to prescribe, communicate
the laboratory results and immediately implement an intervention within their scope of practice.



Positive impact on the health care system
RDs providing a more comprehensive breadth of services to include prescribing would likely
improve efficiencies within the healthcare system to ensure timely intervention at the point of
service.



Time and resource efficiencies for both providers and people
Dietitians would be able to order and directly follow up on laboratory tests, as well as implement
timely interventions. If Dietitians were granted this authority, client care for clinical nutrition
therapy would be improved: there would be less appointments for the client, easier access for
Dietitians and other provider time would be freed up to allow them to see higher risk patients (i.e.
allowing providers to see patients who are in need of medical care and not those who only take up
a slot for a lab requisition);

The expanded scope of practice of RDs to prescribe will also improve access and reduce barriers for
vulnerable populations seeking care where transportation is a barrier to access.


Confidence in Dietitian knowledge and expertise. Increased promotion of interprofessional care
and practice
The expansion in RD scope of practice would encourage and promote enhanced interprofessional
care in the community setting as Dietitians would be providing expertise regarding nutrition and
discussing recommendations with primary care provider colleagues.



Better continuity of care for people
There would be more continuity and timeliness of information for clients as RDs would be able to
order tests, relay results and then proceed with intervention. For example, in a community setting
getting vitamins and minerals tested would help RDs help more appropriately recommend
nutritional supplements as, often times, people are either taking several supplements that may not
be needed or no supplements that may be needed (e.g. vitamin D, iron, Vitamin B12, etc.
depending on clients’ age and symptoms that are being presented).



Improved nutritional care
Dietitians would be able to conduct more comprehensive nutritional assessments for the people
they see, which would then lead to improved nutrition care planning, and clients achieving their
nutritionals goals.

However, for this proposed scope expansion to have a positive impact at a system level, the following
elements should be factored in:
 Standards of practice to clearly convey the expanded scope of practice to include knowledge, skills
and judgment are required to support RDs in their enhanced scope of practice. It is our
understanding that CDO currently has standards that can be easily implemented.
 Education of the change in scope of practice and prior to implementation.
 Tools to identify competency of RD to practice with an expanded scope of practice.
 Clearly identify whether the expanded scope of practice will be included in the curriculum for entry
level professionals to practice or post graduate.
 Improved interdisciplinary workflows regarding bloodwork management:
Discussions with interprofessional teams around the types of Laboratory tests that should be
ordered in a community setting (including but not limited to demographic-related criteria); as well
as ways to limit duplication of bloodwork and service (RD bloodwork requests should not be
followed by identical ones from other providers as this would confuse clients and implicitly their
care) need to be addressed;
Equally, there will be a need for clear follow-up/ hand off processes when necessary interventions
are outside of the RD scope of practice.
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It is possible that the expansion of RD role would look different across AOHC member organization
settings. There may also be possible changes in access to client care information from other health
care providers (internal or external).

We hope that the above-mentioned details will be useful in finalizing your engagement process and look
forward to hearing from you should further details be required.

Best regards,

Adrianna Tetley, Chief Executive Officer
Association of Ontario Health Centres
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March 2018

For Information: Code of Ethics Revision
A CDO-specific Code of Ethics is being proposed for use in supporting dietetics practice. Before
beginning this work, you are being asked to provide comments that can be used to guide the
approach going forward.
The Code of Ethics revisions relate to the following:
a) CDO’s regulatory authority to provide a code of ethics for members to protect the public
interest1”; and
b) Council’s commitment to ensuring applicability of resources to diverse and emerging settings as
outlined in the objectives under End-Goal 1 of the College’s Strategic Plan 2016-2020.
_____________________________________________________________________________

BACKGROUND
In 2017 staff conducted a preliminary background review to support the development of a CDOspecific Code of Ethics. The fundamental goals of the Code of Ethics are to clarify the required
behaviours by which an RD’s performance can be evaluated, and serve as a basis for assessing
whether RDs fulfill their professional responsibilities around ethical decision-making in daily practice.

A CDO Code of Ethics may be used for a number of purposes including:
1. To fulfill the College’s regulatory mandate of public protection;
2. To inform the public, employers, other health care providers and College members about
ethical principles and expectations RDs must meet in their dietetic practice;
3. To provide one component of performance assessment criteria regarding ethical requirement
for the College’s Quality Assurance Program;
4. To help guide the College’s decision-making in matters related to professional conduct and
ethics; and
5. To support compliance with the required standards and performance expectations of RDs
surrounding ethical behavious when practicing the dietetic profession in Ontario.
Regulated Health Professions Act, 1991. Schedule 2: Health Professions Procedural Code. Available from: http://www.elaws.gov.on.ca/html/statutes/english/elaws_statutes_91r18_e.htm#BK51
1
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RATIONALE FOR CDO CODE OF ETHICS
The 1987, a Code of Ethics (Appendix I) was developed by Dietitians of Canada (formerly the
Canadian Dietetic Association) and adopted by the College of Dietitians of Ontario in 1996. The

Code of Ethics was also adopted by nine dietetics professional association in Canada, three of which
also served as a regulatory body. In 1999, the College of Dietitians of Ontario developed a Code of
Ethics Interpretive Guide (Appendix II – Table of Contents) to facilitate the ethical decision-making
processes undertaken by dietitians in daily practice. These resources are outdated and lack
applicability to diverse and emerging settings.
The following overarching concepts should be covered in the Code of Ethics:








Clarify the required behaviours of an RD’s ethical performance;
Focus on ethical decision-making by ensuring currency of professional behaviours that are
transferable to diverse dietetic practice settings;
Respond to real-life questions and situations representative of our public protection mandate;
Provide a format to serve as a basis for assessing whether RDs fulfill their professional
responsibilities for practicing ethically in their practice;
Include a focus on obtaining informed consent for treatment as opposed to only for invasive or
experimental procedures;
Support an interprofessional and collaborative approach to providing dietetic services; and
Emphasize ethical decision-making for managing risk in dietetics practice and mitigating risk of
harm.

The following list of possible topics to be covered:

a. Competence
b. Honesty
c. Fairness
d. Integrity
e. Ethical decision-making
f. Reflective Practice
g. Resiliency
h. Continuous learning
i.

Collaboration

j. Empathy
k. Respect & Dignity
Page 2
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l. Engagement
m. Affability (Be Nice)
n. Cultural awareness
o. Objective professional judgement
p. Manage risk of harm
q. Supporting training and education of future members of the profession
r. Law and policy compliance
s. Evidence-based practice
t.

RD does not engage in false or misleading communications, including false or
deceiving advertising

u. Privacy & confidentiality
v. Manage conflict of interest
w. Obtain informed and knowledgeable consent
x. Uses practising name listed in the Register of Dietitians

DISCUSSION
Points for discussion:
1. What are your thoughts on the suggested topics? Are there additional
ideas/considerations that need to be explored?

NEXT STEPS
 Develop Draft CDO Code of Ethics – with support from staff.
 Council Approval for Consultation - Council will consider whether the draft Code of Ethics
is acceptable for broad consultation with RDs and other relevant stakeholders.
 Circulate for Consultation – Make any revisions directed by Council and circulate the
draft Code of Ethics to RDs and other relevant stakeholders for feedback.
 Analyze Feedback and Revise – Analyze the feedback received from the consultation and
incorporate into the draft Code of Ethics. Depending on the level of input/required
changes may need to be revisited prior to moving on.
 Final Council Approval - Present to Council for final approval of the Code of Ethics.
 Publish and Communicate Broadly - Publish the Code of Ethics and develop a
communication plan for education to RDs and relevant stakeholders. Incorporate the
resource into College publications and program tools such as the Jurisprudence
Handbook, the Jurisprudence Knowledge and Assessment Tool (JKAT) and Peer &
Practice Assessment.
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Appendix II

COE Interpretive Guide
Table of Contents:
Preamble ....................................................................................................................... (i)
Part A. Definitions .......................................................................................................... 1
Part B. Code of Ethics Interpretive Guide .............................................................. 3
Responsibilities to the Client
Principle 1:
To maintain integrity and empathy in professional practice. .......................................... 3
Principle 2:
To strive for objectivity of judgment in such matters as confidentiality
and conflict of interest ................................................................................................... 8
Principle 3:
To work co-operatively with colleagues, other professionals and lay persons. ............. 10
Principle 4:
To obtain informed consent for our invasive or experimental procedures. .................... 12
Responsibilities to Society
Principle 5:
To maintain a high standard of personal competence through continuing
education and an ongoing critical evaluation of professional experience. ..................... 13
Principle 6:
To protect members of society against the unethical or incompetent
behaviour of colleagues or other fellow health professionals. ...................................... 15
Principle 7:
To ensure that our publics are informed of the nature of any nutritional treatment
or advice and it’s possible effects. ................................................................................. 17
Principle 8:
To support the advancement and dissemination of nutritional and related
knowledge and skills. .................................................................................................... 18
Responsibilities to the Profession
Principle 9:
To support others in the pursuit of professional goals .................................................. 20
Principle 10:
To support the training and education of future members of the profession. ................. 21
Principle 11:
To involve myself in activities that promote a vital and progressive
profession. ...................................................................................................................... 22

Part C. A Worksheet Using A Decision-Making Framework .............................. 23
Part D. An Example Using A Decision-Making Framework
To Resolve An Ethical Dilemma .............................................................. 30
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Review of Ontario Regulatory Bodies

Ontario Health
Regulatory Body

College of Chiropodist
of Ontario

Have a College
specific COE
(Yes or No)

Yes



Website Information.
A Code of Ethics is a set of principles that provide all Members
of the College (and those preparing to enter the profession) with
direction and guidance in responsible conduct, and ethical and
moral behaviour in professional practice. The principles of
ethical conduct include:
Accountability; Confidentiality; Consent; Dignity; Effective
communication; Integrity; Sensitivity to diversity; and Trust
The Code of Ethics reflects the profession’s commitment to use
its knowledge, skill and expertise to promote the highest level of
Chiropody/Podiatry practice to all members of society.
(2011) BY-LAW NO. 2011-8 College of Audiologists and
Speech-Language Pathologists of Ontario A By-law providing for
a Code of Ethics for the Members of the College. 5 pages
including - TABLE OF CONTENTS:

College of Audiologist
and Speech Language
Pathologist of Ontario

Yes

College of Massage
Therapist of Ontario

Yes

College of Denturist of
Ontario

How enacted?

Yes


Article 1 PREAMBLE

Article 2 INTERPRETATION

Article 3 ETHICAL PRINCIPLES

Article 4 RULES GOVERNING PRACTICE
8 pages including:
Why do we need a Code of Ethics? A Code of Ethics gives
definition to our commitment to practice in ethical terms. As
regulated health professionals, we have made a promise to
society to accept the responsibility and maintain the trust with
which we have been invested.
What does a Code of Ethics do? It lays out clearly the
massage therapy profession's values and explains what they are
in terms of what we ought to do in order to protect and promote
the public good, and what we must avoid doing in order to
prevent harm to the public.
It provides General Principles which Guide the Practice of
Massage Therapy Principle I - Respect for Persons Principle II Responsible Caring Principle III - Integrity in Relationships
Principle IV - Responsibility to Society
Principles are followed by an explanation of meaning and how it
is applied.
Website Information:
Denturists are responsible for conducting themselves ethically in
all professional practice situations. To help Denturists determine
the most appropriate ethical actions, the College of Denturists of
Ontario (CDO) has developed a Code of Ethics. Its principles
and standards guide the members of the profession in fulfilling
the College’s mandate to serve and protect the public by putting
patients first. The commitment to ethical practice helps to ensure
public trust and the integrity of the profession.
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The Code of Ethics applies to all registered Denturists, students
and interns, and is also relevant to all those who aspire to be
members of the College.

College of Midwives of
Ontario

College Of Medical
Laboratory
Technologist of Ontario

College of Kinésiologist of
Ontario

Yes

Yes

Yes

College of Nurses of
Ontario

Yes

College of
Occupational Therapist
of Ontario

Yes

The CDO also has a Code of Conduct that governs all members
of its Council and Committees
One page and includes:
Code of Ethics Each midwife shall act, at all times, in such a
manner as to justify public trust and confidence, to uphold and
enhance the good standing and reputation of the profession, to
serve the interest of society, and above all to safeguard the
interests of individual clients. Each midwife is accountable for
their practice, and, in the exercise of professional accountability,
shall: (list of 18 things). Effective date: September 30, 2015
The Code of Ethics, along with the Standards of Practice,
defines professionalism in the practice of medical laboratory
technology and an ethical member shall adhere strictly not only
to the guidelines, but also to the underlying spirit and precepts.
Two pages long and titled ‘Practice Standard – Code of Ethics’:
Definition The ability to make appropriate ethical decisions that
are in the best interests of patients/clients is an essential aspect
of professional practice.
Includes : Overview, Principles of Ethical Conduct and Steps
to Ethical Decision-Making
23 pages practice standards explore:
Ethical Values CNO has identified the following values as being
most important in providing nursing care in Ontario: ■ client wellbeing; ■ client choice; ■ privacy and confidentiality; ■ respect for
life; ■ maintaining commitments; ■ truthfulness; and ■ fairness.
These values are shared by society and upheld by law. They are
not listed in order of priority, although it is recognized that client
well-being and client choice are primary values.
4 pages - Our values relate to the obligations OTs have as selfregulated professionals in whom the public places its respect
and trust. The values of respect and trust give rise to the
principles of practice that underpin occupational therapy
practice.
Respect; Honour; Collaboration and communication; Trust;
Honesty; Truthfulness; Fairness ; Accountability; Transparency;
The above lists of principles are neither definitive nor
exhaustive. Additional principles may be needed in specific
situations such as a pandemic or other emergency.
Code of Ethics website statement

College of
Physiotherapist of
Ontario

Yes

Physiotherapists are responsible for conducting themselves
ethically in every professional practice situation. To assist
physiotherapists to determine the most appropriate ethical
conduct in situations of uncertainty, the College of
Physiotherapists of Ontario has adopted a values-based
Code of Ethics and a stepwise decision-making model .
Ethics E-Learning Module
Please review the Code of Ethics before you work through
this E-Learning Module. You may also wish to refer to the
Practice Scenarios found on the College website.
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Based on four ethical principles of healthcare (2015).
Current and seems to reflect the public protection mandate.

Ontario College of
Pharmacist

Yes

The new Code was created using the expertise of an
ethicist and by gathering feedback from key
stakeholders including practicing pharmacist and
pharmacy technicians from a variety of practice
settings.

Appendix IV

Review of National Dietetics Regulatory Bodies
Dietetics Regulatory
Body

Have a College
specific COE

How enacted?

(Yes or No)
(COE) Amended 2012) - Five “principles” relating to ethical
expectations required for minimal level of safe and competent
dietetic practice; each principle followed by statements:
1.
1.

College of Dietitians of
British Columbia
(CDBC)

Yes




An RD complies with law and policy at all times.
An RD assumes responsibility and holds her/himself
personally accountable for all actions taken in the
delivery of dietetic services.
2. An RD demonstrates professional competence.
3. An RD demonstrates inclusion, honesty and integrity at
all times when interacting with clients.
4. An RD demonstrates respect, dignity and privacy at all
times when interacting with clients.
Definitions and examples of “ethical challenges” i.e. ethical
violations, ethical dilemma, and ethical distress
List of questions to consider when faced with an ethical
challenge

One document (April 2008). Four “core values” relating to
dietetic practice and fulfilling obligations to the client, the public
and the profession; each value is followed by subcategories,
which are then followed by statements
1.

College of Dietitians of
Alberta (CDA)

Yes

Protects the public as the primary professional
obligation.
2. Respects the autonomy and rights of the individual.
3. Acts with integrity in professional services and
relationships.
4. Maintains competence in dietetic practice.
Appendix: Ethical decision framework - Step-by-step,
chronological guide outlining steps to take and questions to
consider in order to resolve ethical issues.
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The Code of Ethics was based on the framework developed for
the Alliance by Dr. Glenn Griener, Associate Professor of the
John Dossetor Health Ethics Centre, University of Alberta.
Alberta RDs reviewed and commented on the draft Code of
Ethics through workshops and consultations held by the College.

Saskatchewan
Dietitians Association
(SDA)

Yes

College of Dietitians of
Manitoba (CDM)

Yes

No

College of Dietitians of
Ontario (CDO)

Ordre professionnel
des diététistes du
Québec (OPDQ)

Adopted association
COE with added
Interpretive guide

Yes

New Brunswick
Association of
Dietitians (NBAD) /
Association des
diététistes du NouveauBrunswick (ADNB)

Yes

Nova Scotia Dietetic
Association (NSDA)

Yes

One Document (May 2005) This Code of Ethics was developed
by dietitians for dietitians. This code outlines what RD must
know about their ethical responsibilities, informs other health
care professionals and the public about the ethical commitments
of dietitians, and fulfills the responsibilities of a self-regulating
profession.
One Document (Sept 2005) This Code of Ethics was developed
by dietitians for dietitians. This code outlines what RD must
know about their ethical responsibilities, informs other health
care professionals and the public about the ethical commitments
of dietitians, and fulfills the responsibilities of a self-regulating
profession.
The 1987 Code of Ethics was developed by Dietitians of Canada
(formerly the Canadian Dietetic Association) and adopted by the
College of Dietitians of Ontario in 1996. In 1999, the College of
Dietitians of Ontario developed a Code of Ethics Interpretive
Guide to facilitate the ethical decision-making processes
undertaken by dietitians in daily practice. Understanding and
communicating ethical beliefs and values helps to prevent
conflicts and also helps dietitians to work through ethical
situations.
a. Updated May 2017. Uses words like “shall”.
b. Refers to confidentiality as ‘professional secrecy”.
c. The nine-page document has “official status”
Updated 2007. The New Brunswick Association of Dietitian’s
Code of Ethics outlines the ethical principles and standards
expected of Registered Dietitians in New Brunswick. 9 principles
based on a framework developed for the Alliance of Canadian
Dietetic Regulatory Bodies by Dr. Glenn Griener, Associate
Professor of the John Dossetor Health Ethics Centre, University
of Alberta. A focus group of New Brunswick dietitians had the
opportunity to review and comment on the draft Code of Ethics.
The final draft of the NBAD Code of Ethics was approved by the
membership on May 12, 2007
(2006) The Nova Scotia Dietetic Association supports and
promotes the highest standards of professional practice. The
Professional Dietitian accepts the obligation to protect clients,
the public, and the profession by upholding this Code of Ethics.
This Code of Ethics for Professional Dietitians is a statement of
the ethical commitments of dietitians to those they serve. It has
been developed by dietitians for dietitians. It outlines the
numerous roles played by dietitians and the ethical standards by
which dietitians are to conduct their practice. It gives guidance
for decision making, serves as a means of self-evaluation, and
provides a basis for feedback and peer review. This code
outlines what Professional Dietitians must know about their
ethical responsibilities, informs other health care professionals
and the public about the ethical commitments of dietitians and
fulfills the responsibilities of a self-regulating profession.
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Policies Made by a Regulator Are a
Type of Law
by Erica Richler
February 2018 - No. 223
Regulators are increasingly using policy documents
rather than legislation to set out expected conduct by
practitioners. This use of policies raises important
questions as to the authority of regulators to make such
policies and the authority of the policies once made.
For regulators, this issue may be the most interesting
aspect of the recent Divisional Court decision in The
Christian Medical and Dental Society of Canada v.
College of Physicians and Surgeons of Ontario, 2018
ONSC 579, http://canlii.ca/t/hq4hn. This decision may
be better known for its discussion of religious
objections by physicians who oppose any form of
participation in the provision of abortion services and
medical assistance in dying. The case also contains an
interesting discussion of the balancing of competing
rights (i.e., religious beliefs vs. equitable access to
health services). However, regulators should not miss
the important guidance from the Court on the role of
policies.

The Policies have been adopted by the CPSO
[College of Physicians and Surgeons of
Ontario] as policies of general application. The
Policies establish broad expectations of
physician behaviour and are intended to have
normative force. They articulate what the
CPSO believes the tenets of medical
professionalism require independently of
CPSO policy. There is no issue that
the Charter applies to the Policies.
The Court noted that there was explicit authority in the
legislation for the College to enact standards of
practice through the making of a regulation. The failure
to do so did not make the policy invalid. Rather, by
choosing to make a policy instead of a regulation, the
breach of the policy was not automatically professional
misconduct. The Court said:
The Policies may be used as evidence of such
professional standards, and of the conduct
expected of a physician in particular
circumstances, in support of an allegation of
professional misconduct. However, a physician
remains entitled to seek to lead contrary
evidence and to argue that failure to adhere to
the Policies’ guidance did not, on the particular
facts, constitute professional misconduct.

In this case the regulator made two policies requiring
physicians to effectively refer a patient to another
health care provider or agency when physicians object
to providing health services to the patient themselves
because of the physicians’ religious or moral beliefs.
In addition, physicians are required to provide those
services in an emergency despite their beliefs.

The Court held that the regulator did have the
jurisdiction to make policies on such matters as
ensuring that practitioners respect the dignity of clients
and members of the public, do not act in a
discriminatory fashion, and comply with the Canadian
Charter of Rights and Freedoms:

In describing the legal force of these policies the Court
said:

In my view, the CPSO not only has the
authority but is obligated to provide guidance
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This newsletter is published by Steinecke Maciura LeBlanc, a law firm practising in the field of professional regulation. If you are not receiving a copy and would like one,
please contact: Richard Steinecke, Steinecke Maciura LeBlanc, 401 Bay Street, Suite 2308, P.O. Box 23, Toronto, ON M5H 2Y4, Tel: 416-626-6897 Fax: 416-593-7867,
E-Mail: rsteinecke@sml-law.com
WANT TO REPRINT AN ARTICLE
A number of readers have asked to reprint articles in their own newsletters. Our policy is that readers may reprint an article as long as credit is given to both the newsletter
and the firm. Please send us a copy of the issue of the newsletter which contains a reprint from Grey Areas .

to its members, by policies or otherwise,
regarding the manner of compliance
with Charter values in their practice of
medicine, including the furtherance of
equitable access to health care services that are
legally available in Ontario.
The Court held that the two policies in this case did
violate the freedom of religion of some physicians.
However, the policies were still constitutionally valid
under the saving provision found in s. 1 of the Charter
because they are prescribed by law, serve a pressing or
substantial objective and advance that objective in a
manner that is rational, minimally impairing and
proportionate. Of interest for regulators is that the
policies were deemed to be “law” for the purposes of
this analysis:
The Policies fall within the CPSO’s statutory
mandate and are consistent with its duty to
serve and protect the public interest.
Accordingly, I am satisfied that the Policies
establish limits prescribed by law that may be
subject to the Oakes analysis.
Policies are sometimes referred to as “soft law”
because of their non-coercive nature. At least for the
purpose of a constitutional analysis, they may be
considered as “law”.
In upholding the constitutionality of the policies under
s. 1 of the Charter, the Court quoted extensively from
the policy analysis prepared by the regulator when
making the policies. In particular, the Court gave great
weight to the other options considered by the regulator
and the reasons why those options were not
recommended when evaluating whether the policies
minimally impaired the freedom of religion rights of

practitioners. This outcome highlights the importance
of preparing such policy discussion papers when
regulators enact policies.
In weighing whether the infringement of the
physicians’ freedom of religion was proportionate to
the objectives of the policies, the Court reiterated that
practising a profession is not a right:
…the Applicants do not have a common law
right or a property right to practice medicine,
much less a constitutionally protected
right. Rather, a licence to practice medicine is
granted by statute subject to regulation
pursuant to the principles set out in the RHPA
and the Code, among other statutes. These
statutes grant the CPSO the authority to
regulate physicians with a view to, among other
things, protecting the public interest. Those
who enjoy the benefits of a licence to practice
a regulated profession must expect to be
subject to regulatory requirements that focus on
the public interest, rather than the interests of
the professionals themselves. In this case,
physicians are assumed to accept this authority
of the CPSO, including the authority of the
CPSO to address the requirements of
professionalism in the practice of medicine.
Accordingly, physicians’ Charter rights should
be assessed against the expectation in entering
the profession that such rights may be affected
in the protection of the public interest.

Some of the other interesting issues raised in the case
include:
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The Court held that the proper method of
challenging a regulator’s policies was an
application for judicial review and not an
application for a declaration under Rule 14 of
the Rules of Civil Procedure.
The constitutional validity of a regulator’s
policies should be assessed using the usual
framework found in R. v. Oakes, [1986] 1
S.C.R. 103 and not the approach taken to
individual adjudicative decisions as found in
Doré v. Barreau du Québec, [2012] 1 SCR 395.
The Court reviewed the constitutionality of the
policies on a correctness standard (meaning
less deference was given to the regulator). The
question of whether the regulator had the
jurisdiction or authority to create the policies
was reviewed on the more deferential
reasonableness standard.
The issue regarding the duty to provide
emergency services was sidestepped on a
factual basis. There was no evidence that this
portion of the policy applied to medical
assistance in death cases and no applicant
asserted a right to refuse to perform an abortion
where the life of the woman was in jeopardy.

The Christian Medical case can be found at:
http://canlii.ca/t/hq4hn.
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COUNCIL MEETING MINUTES

Council Attachment 15.1

December 15, 2017 (9:30am–4:00 pm)
5775 Yonge Street, Main Floor Conference Room

Present
Deion Weir RD, President & Chair
Suzanne Obiorah RD, Vice-President
Alexandra Lacarte RD
Claudine Wilson (from 9:47am)
Dawn Van Engelen RD
Erin Woodbeck RD
Laila Kanji
Marie-Louise Chartrand
Ruki Kondaj
Soliman A.F. Soliman
Shelagh Kerr
William Franks RD

Regrets
Nicole Osinga RD
Ray Skaff
Roula Tzianetas RD
Staff
Melisse Willems - Registrar & Executive Director
Jada Pierre – Executive and General Administration Minute Taker
Barbara McIntyre – Quality Assurance Manager
Carole Chatalalsingh–Practice Advisor & Policy Analyst
Carolyn Lordon – Registration Program Manager
Deborah Cohen - Practice Advisor & Policy Analyst
Monique Poirier – Communications Manager
Sarah Ahmed - Controller

Item & Discussion

ACTION

1.0 Call to Order
Welcome new Councillor
o Marie-Louise Chartrand

The meeting was called to order at 9:30 a.m. by D. Weir

2.0

MOTION to approve the agenda, as amended.

Approval of Agenda

Item 13.0 was removed from the consent agenda for
discussion.
Moved by: S. Kerr
Seconded by: L. Kanji
Carried
3.0

Declaration of Conflict of Interest
No conflict of interest was declared

4.0

Declaration of Bias
No bias was declared
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Item & Discussion

ACTION

5.0 Laboratory Test Ordering Authority – Draft
Submission
D. Cohen provided a status update and presented the
draft submission prepared by staff in response to the
Ministry’s follow-up questions. A number of minor
changes were suggested by Council and non-Council
committee members. Staff will incorporate these changes
to finalize and then submit to the government.

MOTION to approve the proposed submission to the
Ministry of Health and Long-Term Care (attachment 5.2),
amended as discussed.
Moved by: E. Woodbeck
Seconded by: R. Kondaj
Carried

6.0 Follow-up from Environmental Scan Presentation
M. Willems provided a follow-up to Council on the
Environmental Scan presentation conducted at the
September 29, 2017 Council meeting. Council was
invited to review and provide additional feedback on
how the current environment may impact planning for
2018-19. No further comments were provided by
Council.
7.0 Committee Appointments – Marie-Louise Chartrand
Recommendation from the Executive Committee that the
new public member of Council, M. Chartrand, be
appointed to the Quality Assurance Committee and the
Inquiries, Complaints and Reports Committee.

MOTION to appoint M. Chartrand to serve on the Quality
Assurance Committee and Inquiries, Complaints & Reports
Committee.
Moved by: E. Woodbeck
Seconded by: C. Wilson
Carried

8.0 Communications Update
M. Poirier provided an update to Council about CDO’s
various communications projects, including public
education videos.
9.0 Chair Training Session
M. Willems delivered a training session about how to
chair meetings.
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Item & Discussion

ACTION

10.0 Registrar Performance Evaluation Process Update
D. Weir provided an update to Council on the steps and
timing to conduct the Registrar’s evaluation. M. Willems
will provide a list of who will be involved in the
feedback. The list will be finalized in mid-March, survey
results in April and a recommendation will be brought
to Council at its June meeting.

11.0 Review of Cyber Security and Password Policies In Camera session under s. 7(2)(b) of the Health
Professions Procedural Code
M. Willems reviewed the two policies with Council.

MOTION to go in camera.
Moved by: E. Woodbeck
Seconded by: S. Kerr
Carried
MOTION to move out of camera.
Moved by: E. Woodbeck
Seconded by: S. Kerr
Carried

12.0 Budget Preparation Presentation
S. Ahmed presented to Council a summary of the Zero
Based Budget approach practiced by CDO. The
presentation consisted of various steps CDO follows to
prepare the budget.
13. Draft Council Meeting Minutes –September 2017
(item pulled from consent agenda for correction)

MOTION to approve Minutes as amended.
Moved by: L. Kanji
Seconded by: W. Franks
Carried
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Item & Discussion

ACTION

Information Items (Consent Agenda)
14.0 Executive Committee Report
15.0 Management Report

MOTION to approve Consent Agenda.
Moved by: E. Woodbeck
Seconded by: S. Kerr
Carried

16.0 Council Sharing
D. Weir shared information regarding her attendance at
the Conference put on by the Council on Licensure,
Enforcement and Regulation, in Denver Colorado early
in September.
17.0 Meeting Evaluators
R. Kondaj
L. Kanji

Productivity:
Relevant amount of time allocated to each agenda item,
enough time for productive discussion and interaction.
Meeting moved forward efficiently. Sometimes it was
challenging to hear conversation/comments because of a
noisy fan.
Quality Decisions:
A good discussion was held on the topic of the proposed
authority to order lab tests and helpful suggestions came
forward for incorporation into the document and policy
documents. Attendees need encouragement to speak up and
participate with their views and thoughts. Communication
update had a fruitful discussion. Presenters were well
prepared which helped with the flow of the meeting.
Openness and Collaboration:
Very open and collaborative meeting; no ideas, thoughts
or comments were trivialized. Good educational topics,
very insightful. Very healthy discussions about the agenda
items. There was collaboration during various discussions
making the meeting beneficial for everyone. Councillors
were well prepared and respectful of each other’s opinion.

18.0 Next Meeting Evaluators
D. van Engelen
N. Osinga
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Item & Discussion
19.0 Reminders/Standing Items
• Change Password and submit new password to
L. Kershaw
• Clear your CDO folder and update your tablet
20.0 Adjournment

ACTION

Motion to adjourn Council meeting at 2:22pm was moved
by R. Kondaj
Carried

Deion Weir RD, President

Jada Pierre, Recorder

Date

Date
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Executive Committee Report
January 2018 to March 2018

Committee Members: Deion Weir RD (President and Chair), Suzanne Obiorah RD (Vice-President),
Ruki Kondaj, and Erin Woodbeck RD
Support Staff: Melisse Willems (Registrar & ED), Jada Pierre, (Recorder)
The Executive Committee had one teleconference meeting on January 18, 2018 and one face-toface meeting on February 21, 2018.

Summary of work:
• Staff provided update on the lab ordering authority submission to ministry
• The committee have begun the review of the governance manual
• The committee reviewed the budget and work plans for the 2018/19 year for council
approval
• The committee formulated recommendation for reserve fund structure for council
approval
• The committee also met on February 21, 2018 as the RPCR committee, which
included Ray Skaff as part of the RPCR committee. The committee worked on revising
the performance review policy, which will be implemented for 2018. The committee
finalized the timelines for the upcoming performance review and determined
appropriate questions for the multi-source feedback surveys
• Registrar/ED provided verbal update of status of Registrar Performance Indicators to
date
• The draft March Council Agenda was compiled and approved
• An email update was provided to Council following the Executive Committee
meetings
Respectfully Submitted,
Deion Weir, RD
President

The College of Dietitians of Ontario exists to regulate and support all Registered Dietitians in the interest of the public of Ontario.
We are dedicated to the ongoing enhancement of safe, ethical and competent nutrition services provided by Registered Dietitians
in their changing practice environments.
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MANAGEMENT REPORT – March 23, 2018
SECTION 1 OVERSIGHT/METRICS
FINANCIAL
Results
•

The third quarter financial summary (Unaudited Statement of Operations & Changes in Fund Balances –
Fiscal Year Ending March 31, 2018, as at December 31, 2017) is attached Attachment #17.6 for
information purposes. This summary shows that Total Revenue and General Administrative Expenses are in
line with the third quarter budget. Some programs are underspent due to the timing of some expenditures,
which are expected to occur later in the year. The annual surplus is $863,452 as at December 31, 2017.

Investments Held by RBC Dominion Securities Inc. (details from November 1, 2017 to January 31, 2018):
•

In November 2017, the College transferred $1,320,000 of member renewal fees from the Scotiabank
business operating account to the RBC Dominion Securities account to increase the value of its long-term
investments. These funds, along with cash on hand, were used to purchase common shares of Manulife
Financial Corp for $6,939, a Province of Quebec coupon bond for $24,171 and a Province of
Newfoundland Coupon bond for $1,295,828.

•

In January 2018, the College sold part of its investment in a Bank of Nova Scotia bond for proceeds of
$250,000; these funds, along with cash on hand, were used to purchase 9,550 common shares of Manulife
Financial Corp. for $261,164.

•

Investment decisions are made with the advice of the College’s investment advisor at RBC.

•

The fair market value of investments was $3,424,166 as at January 31, 2018.

•

Note that Executive Limitation L8 (Asset Protection) #15 states: “The Registrar may not fail to limit
investments in equities to 40% of the book fund value when market opportunities present, as recommended
by the College’s financial advisor”. A review was conducted on the book values of the investments in
November and December 2017 and in January 2018; equities comprised 24% of the book fund value in
November, 24% in December and 32% in January. Therefore, the College complied with Executive
Limitation L8 #15 from November 1 to January 31, 2018.

HUMAN RESOURCES
There have been no changes to report in this area.
See Issues Tracking below for Collaborative Working Group update.
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PROGRAM ADMINISTRATION
Patient Relations Program
Public Education Program
The Public Education Program for 2017/18 will be ending March 2018. Currently, we are posting practice
scenarios, videos and the College quiz on Facebook and Twitter.

Facebook Ads
This fall the College promoted two videos on Facebook. We targeted male and female family caregivers,
ages 25-65 who reside in Ontario. The boosted posts brought great results:

CDO Facebook Followers – Ratio Male /Female

College Quizzes
•

We are completing a new video-quiz about boundary issues. It will be available in March 2018.

•

We are promoting the current CDO Quiz through Facebook sponsored ads from February 13 to
March 15, 2018. With this new promotion, as of March 8:
–

an additional 35,493 people were reached

–

739 more people have taken the quiz for a total of 3,283

–

an average of 4:19 minutes to complete it

–

average score is 76%
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Zoomer Magazine
This fall the Zoomer magazine campaign took place from September 2017 to January 2018. It included
advertorials and articles in the Zoomer Wellness and Living newsletters, the CARP Health and Lifestyle
newsletters, two e-Blasts (email campaign to Zoomer subscribers). The e-newsletters and e-Blasts were most
successful:
• 1,925,049 emails were sent to subscribers
• 513,856 emails were opened (approx. 26% open rate, industry average is 20%)
• 1952 clicked through to the College website
When Zoomer or CARP audiences opened their emails, this is the information they would see:
• What type of relationship do you have with your dietitian?
• Find out How to Play an Active Role in Your Healthcare – Watch Our Video
• Ask a Health-Care Professional Questions: It’s your right
Fifth Story Advertising Results:

Fifth Story is a news agency specializing in content marketing. This year our campaign included the
promotion of our new boundaries videos through articles written for community newspapers, websites and
blogs. For the 2017/18 campaign, here are the results:
Budget $15,330.00 = Cost per Contact $0.0088
• Total Reach 1,741,461
– 35 English articles = reach of 1,199,461; 18 French articles = reach of 542,000
• 53 stories published in total
– 8 articles were published in newspapers with a total reach
of 166,637 people
– 40 articles were published on community Websites with a
total reach of 548,000 people
– 4 articles were published magazines with a total reach of
826,824 people
– 1 article was published in a blog with a reach of 200,000
people
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More Visitors to the CDO Website
The purpose of our communications campaign

New and Returning Visitors to the CDO Website
April 2015 to January 2018

is to drive traffic to the CDO website where the

3,000,000

public and members can find more information
and resources about how the College protects

2,500,000

the public and supports RDs to be competent,

2,000,000

ethical and to practice safely. We also wish to
encourage RDs to use College resources
available on the website.
As is shown in the table on the right, this year,
there was a huge leap in visitors to the website.
Returning visitors doubled in comparison to the
previous period. We will keep working on
member and public education so that the
number of returning visitors to our website

2,764,944

1,500,000
1,000,000

1,165,135
709,116

500,000
0

33,782

35,682

77,478

Apr 2015-Jan
2016

Apr 2016-Jan
2017

Apr 2017-Jan
2018

Vistiors

Returning Visitors

continues to grow from year to year.
Website Update
An update and demonstration about the College’s new website will be provided at the March Council meeting.

Practice Advisory Program
Practice Advisory Service
• Q3 (Oct-Dec 2016): A total of 286 inquiries were received via phone/email.
• Top five themes of inquiry: College Requirements & Processes, Private Practice, Ethical Issues, Consent,
Workplace Issues, and Scope of Practice.
• Due to an incomplete Q4 (Jan-Mar 2018), this quarter will be reported in the next Management Report for
the June 2018 Council meeting.
• The Q3 Practice Advisory Service (PAS) Satisfaction Survey was disseminated to members in January 2018.
Feedback from respondents shows:
- 95% felt the information they received was relevant and useful to their dietetic practice;
- 95% felt their issue/question was sufficiently addressed;
- 91% were satisfied or very satisfied with the response they received from the PAS;
- 59% reported making changes to their dietetic practice after contacting the PAS;
- 64% have accessed the CDO website as a resource since using the PAS;
- 95% would use the PAS again and recommend the service to their colleagues;
Comments: Respondents appreciated the fast, friendly and supportive approach to addressing inquiries;
One comment cited some hesitation to contact the PAS for assistance as a definitive answer to their
question was not provided; The website resources could be better organized and more accessible.
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Presentations (Q3 Oct-Dec 2017)
Five presentations delivered:
• Three in-person on the Role of the College and Jurisprudence
• One webinar on the Role of the College and Jurisprudence
• One in-person on record keeping
Annual Workshops

In the fall of 2017, the College delivered its annual workshop titled: Boundary Crossings: Preserving

Professional Therapeutic Relationships in 32 locations throughout Ontario plus an additional five locations
linked in via Ontario Telemedicine Network video conferencing. A total of 686 people attended the
workshop: 626 RDs (16% of total membership) and 60 dietetic interns.
Following the workshops, attendees were sent a link to provide feedback. A total of 300 attendees (48%
response rate) provided feedback on this year’s workshop:
•
•
•
•
•
•
•

99% agreed or strongly agreed in the importance of identifying early warning signs of boundary
crossings and the steps that can be taken to maintain appropriate professional relationships;
99% agreed or strongly agreed that they understand some actions may appear harmless, but others
can unintentionally (or intentionally) lead to a problematic boundary crossing if unchecked;
100% are aware of the prohibition in law to avoid sexual relationships with clients and their
mandatory reporting obligations surrounding sexual abuse;
100% are aware that treating a romantic partner/spouse is prohibited in law;
100% feel confident in their ability to apply the concepts/information from the 2017 CDO workshop to
maintain professional boundaries in their dietetic practice;
99% are familiar with the resources related to boundary crossings to support dietetic practice; and
92% agreed or strongly agreed that the workshop was a worthwhile learning experience.

The fall 2018 workshop topic will be on Record Keeping. This topic was cited to be of interest to members in the
2017 workshop evaluation and through feedback in the Practice Advisory Service Satisfaction Survey results.
The workshop will provide an opportunity to communicate the requirements in the 2017 Standards for Record
Keeping and help inform the revisions to the College’s Record Keeping Guidelines.
Work is underway to schedule in-person and additional video-conferencing remote OTN sites throughout
Ontario from Sept-Nov 2018. Workshop content will be drafted over the next few months and refined over the
summer.
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Resume Newsletter Articles
Professional Practice resume articles in the Fall 2017/Winter 2018 issue included:
•
•
•
•
•
•
•

RD Laboratory Test Ordering Authority Member Survey Results
New Privacy Breach Reporting Obligaitons
Protecting Patients Act, 2017 - How the act Impacts the College and RDs
OHIP+ Children and Youth Pharmacare
Boundary Guidelines - the Development Process
Is it OK to go on a date with a former client?
Co-Signing Student and Intern Documentation

Policy Work
RD Laboratory Test Ordering Authority:
• Submission for RD laboratory test ordering authority was sent to the Ministry on December 21st.
• Upon Ministry request, CDO staff met with the Ministry’s policy personnel responsible for our file on
February 14, 2018. The Ministry requested us to submit further information to help support their analysis.
Requested information included:
- A 2018 laboratory test list to forecast the anticipated costs associated with this new authority. CDO
staff indicated that much of the laboratory test ordering by RDs would be replacement ordering by
another health care provider and shared accordingly. We also emphasized our rationale for
proceeding without a list of laboratory tests. Ministry staff noted this.
- Anticipated quality assurance activities the College would undertake to ensure continued safety and
quality of care.
- Provide a 10-year history of the entry level competencies that RDs have in place demonstrating
competence for lab test ordering.
- Further consultation with third party organizations (e.g. long-term care facilities, family health
teams, diabetes education centres) and the public.
- How the College foresees evaluating the outcome should this new lab test ordering authority for RDs
proceed.
•
•

•

•

•

Staff submitted a response to the additional information requested by the Ministry on March 1, 2018.
There is uncertainly from the Ministry staff on any timelines for implementation of this new authority.

Federation of Heath Regulatory Colleges of Ontario (FHRCO) Consent & Capacity Working Group:
CDO’s participation continues on the FHRCO Consent & Capacity Working Group to assess any knowledge
gaps in the area of consent and capacity and consider creating collaborative educational materials to ensure
members fully understand their legal and professional obligations for obtaining consent in their practice
setting.
The Working Group drafted a pilot survey and sent the survey to 5 professions (including RDs) for testing.
Feedback indicated clear and understandable questions with suggestions for clarity in some areas which
were incorporated.
FHRCO was asked to disseminate the final survey to all health professionals in Ontario via each individual
College.
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Collaborative Care Principles and Best Practices:
• Work to develop collaborative care principles and best practices that can be applied to standards
development for members of the respective Colleges has been completed. FHRCO members have been asked
to work together to revise, if necessary, and disseminate the principles.
Dysphagia Practice Illustrations:
• CDO’s risk research revealed that Dysphagia assessment and management was one of the highest risk
activities identified by RDs in their practice. In March 2017, the College Council endorsed the new
Dysphagia Competencies, which define the expectations for safe, ethical, and effective dysphagia
management. Building on the Integrated Competencies for Dietetic Education and Practice, the dysphagia
competencies set out additional performance indicators for dysphagia assessment and management. Work
has begun to develop practice illustrations to support dysphagia competencies as a key College resource to
inform regulatory functions and oversight.
Code of Ethics:
• Staff have completed preliminary work in preparation for revising the member Code of Ethics. Work will go
to council for information before beginning work on the Code of Ethics in the fiscal 2018-2019 year.

Support to Legislative Issues Committee
• There are no projects currently with the Legislative Issues Committee.
• The Committee is aware of submission requests from the Ministry of Health and Long-Term Care
regarding the proposed authority for RDs to order laboratory tests. Due to tight timelines for submission
to the Ministry of Health and Long-Term Care, work did not involve the Committee at this time

Quality Assurance Program
2 Step Peer and Practice Assessment 2018 (PPA)
The annual random selection of 10% of the General members to participate in the 2 Step PPA has been
completed. 257 members are eligible to participate. The deadline for deferral from the 2018 process was
February 22, 2018.
Once a member has completed the PPA successfully, they are removed from the eligible pool for random
selection for 5 years.
Self-Directed Learning (SDL) Tool
Annual Review of the SDL Tool has begun. 257 Tools will be reviewed by the QA staff and Committee. This
includes 89 randomly slected tools, 78 late tools and 90 which are automaticlly reviewed because they required
resubmission last year.
Jurisprudence Knowledge & Assessment Tool (JKAT)
The JKAT will open for eligible members to complete in mid-May. Members will receive notification and
instructions for completion by March 1, 2018
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Practicing fewer than 500 hours in 3 years
30 members were referred to the QA Committee for assessment because they declared practicing fewer than
500 hours in the previous 3 years.
Total referred
Signed Voluntary Undertaking *
Submitted learning Diary
Suspended
Resigned
Undergoing Competency Assessment

30
6
22
1
1
1

* 56 members have signed a VUT as of February 20, 2018
Standards and Compliance Program

•

2 new matters received:
- 1 Quality Assurance referral
- 1 Report (still in preliminary inquiry stage and has not been formally referred to ICRC yet)

•

4 matters closed (1 incapacity inquiry, 3 QA referrals):
- 2 resulted in the ICRC taking no further action
- 2 resulted in written reminders issued to the members

•

7 open matters:
- 4 Reports (3 ongoing investigations, 1 returning to panel shortly)
 In addition, we have a new report received, but has not been referred to ICRC yet
- 2 Complaints (both ongoing investigations)
- 1 QA referral (ongoing investigation)

Registration Program
Office of the Fairness Commissioner (OFC)
The OFC has completed the Cycle 3 Assessment of the College’s registration practices. The Registrar has
reviewed the draft report, which identified no areas for improvement and five commendable practices. The
Registrar will meet with OFC staff in late March to review the final report.
Prior Learning Assessment and Recognition (PLAR) process
• The second administration of the KCAT took place in November, 2017. Twelve of the 30 candidates received
a level I score, which permits them to attempt the second assessment, the Performance-Based Assessment
(PBA). The second PBA will be administered on March 27, 2018 (from both the 2016 and 2017
administrations of the KCAT).
• The Registrar and Registration Program Manager have met with representatives from three other provincial
regulatory bodies who are interested in adopting the KCAT/PBA for assessing their own internationallyeducated applicants.
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• The Registrar and the Registration Program Manager will be meeting with staff from the Touchstone Institute
in March to discuss the feasibility of adapting or adopting the KCAT for other types of applicants (return to
practice applicants and internationally-educated applicants who have not completed practical training but
who wish to apply for a Canadian accredited internship/practicum).
Canadian Dietetic Registration Examination (CDRE)
The November 2017 CDRE was the first administration under the new exam company (Yardstick Testing and
Training). Out of 189 candidates who attempted the CDRE, 16 failed (11 from accredited programs; 5 from
non-accredited programs). The College received 6 appeals related to the CDRE results, some of which were
related to issues in administration. The Alliance of Canadian Dietetic Regulatory Bodies (the Alliance) is working
with Yardstick to address the administration related issues prior to the May 2018 administration.
Registration Regulation
The Registrar and Registration Program Manager met with legal counsel to discuss proposed revisions to the
registration regulation. Legal counsel is working on draft language and will be providing a revised draft to staff
by the end of March.
Information Technology
Box document sharing software has been purchased as a substitute for Kentico eCommunities. Setup and staff
training has begun.
Other photocopier machines and vendors are being compared for functionality and cost savings. iMIS Staff
View design is complete and ready for building interface next fiscal. The modified password policy was
implemented in January 2018 with Staff. All planned 2017 – 2018 fiscal IT Projects will be completed by end of
March, 2018. The need to move iMIS/RiSE/Staff View and Kentico test and production instances to a dedicated
server for improved performance, backup and security has been recommended as best practice by E-TECH.
SECTION 2 ISSUES TRACKING
Partnership for Dietetic Education and Practice (PDEP)
Work to review and update the Integrated Competencies for Dietetic Education and Practice (ICDEPs) is
continuing. CDO, along with all other Canadian dietetic regulators, has disseminated a survey to members to
support this work.
FHRCO Collaborative Working Group
The Registrar is part of a working group of smaller sized-colleges that have been discussing ways in which
colleges can work together to share resources and/or introduce efficiencies. The topics the group is looking at
are: shared office space, pooling benefit plans, quality assurance programs, business cycle pressures and
finance. The Registrar has had initial discussions with one other college to explore the possibility of sharing a
staff person (half-time at each college).
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SECTION 3 OTHER INFORMATION ITEMS
17.1 Management Report March 2018
17.2 Legislative Update December 2017
17.3 Legislative Update January 2018
17.4 Legislative Update February 2018
17.5 Grey Areas January 2018
17.6 Statement of Operations & Changes in Fund Balances December 31 2017
17.7 Regulation Pro - Only Obtain Information at the Hearing
17.8 Funding to Maintain EatRight Ontario Services
17.9 Hoskins steps down as Health Minister
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Council Attachment 17.2

| Legislative Update – What Happened in December 2017?
Prepared by Richard Steinecke
In this Issue:
•
•
•
•
•
•
•
•

Bill 160 to affect numerous long-term and community care settings, see pp. 1-2
Bill 166 re. regulation of new home builders, realtors & travel advisors, see p. 2
Bill 175 to end last vestiges of self-regulation for police, see p. 2
Bill 177 omnibus amendments to the regulation of many professions, see p. 2
Controlled act of psychotherapy proclaimed into force as of December 30, 2017, see p. 2
Health Protection and Promotion Act regulations on content of reports, see p. 3
Diagnostic Medical Sonographers regulated as of January 1, 2018, see p. 3
Consultation on mechanical restraints and personal information about youth, see p. 3

Bonus Features:
•
•
•
•
•
•
•
•
•

Guidance on Interpreting Frivolous and Vexatious Provisions, see pp. 3-4
Disability Not Necessarily a Basis for Nullifying Unsuccessful Exam Attempt, see pp. 4-5
Continuing Credibility Confusion, see pp. 5-6
Only Obtain Information at the Hearing, see p. 6
Disclosure Duty Applies Only to Relevant Information, see pp. 6-7
Considering Past History When Imposing Disciplinary Sanctions, see p. 7
Relying on Stolen Evidence, see pp. 7-8
When Is a Breach of the Law in One’s Private Life Misconduct?, see pp. 8-9
Over-Broad Disclosure Requests, see p. 9
Ontario Bills
(See www.ontla.on.ca)

Bill 160, Strengthening Quality and Accountability for Patients Act, 2017 (government Bill – passed third
reading and received royal assent) Bill 160 is another omnibus initiative that, among other things (such
as revising the Ontario drug benefit program and rules relating to consent for confining incapable people
in facilities), does the following:
•

•

“Making it mandatory for the medical industry, including pharmaceutical and medical device
manufacturers, to disclose payments made to health care professionals and organizations, as
well as other recipients. Payments would include meals and hospitality, travel associated
expenses, and financial grants, and the public would be able to search this information in an
online database.
Strengthening Ontario's quality and safety inspection program for long-term care homes with
new enforcement tools, including financial penalties and new provincial offences for noncompliance.
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•

•

•

•

Enabling paramedics to provide appropriate, safe and effective care for patients who call 911 by
transporting them to a non-hospital setting, such as a mental health facility, to better address
their needs. This would allow those patients to receive more appropriate care closer to home
and in the community, thereby improving ambulance service coverage and helping to address
overcrowding in emergency departments.
Permitting the regulation of recreational water facilities, like splash pads and wading pools, and
personal service settings, including barber shops and nail salons, to help ensure Ontario's high
public health quality standards are met.
Requiring operators of community health facilities and medical radiation devices (such as X-ray
machines, CT scanners, ultrasound machines and MRI scanners) to obtain a licence and
enhancing the enforcement tools available to inspectors, to improve patient safety.
Strengthening the oversight of diagnostic medical sonographers (those who use ultrasound) by
introducing new legislation that would cover the entirety of the medical radiation and imaging
technology profession.”

Bill 166, Strengthening Protection for Ontario Consumers Act, 2017 (government Bill – passed third
reading and received royal assent) Bill 166 creates a new regulatory scheme for licensing new home
construction and providing new home warranties. It also makes amendments to other legislation
affecting regulators for realtors (higher disciplinary fines, prohibiting representing two parties on the
same transaction) and the travel industry (permitting mandatory remedial orders on complaints).
Bill 175, Safer Ontario Act, 2017 (government Bill – passed second reading and referred to the Standing
Committee on Justice Policy) Bill 175 ends the last vestiges of self-regulation for Ontario police. It creates
a number of independent bodies to conduct various aspects of regulating police conduct including
creating an office of the Inspector General of Complaints, the Ontario Policing Complaints Agency, the
Ontario Policing Discipline Tribunal and a complete reworking of the Special Investigations Unit.
Bill 177, Stronger, Fairer Ontario Act (Budget Measures), 2017 (government Bill – passed third reading
and received royal assent) Bill 177 is a large omnibus Bill that amends many pieces of legislation including
those dealing with the regulation of financial service providers, mortgage brokers, professional
engineers, insurance brokers and the securities industry. It also amends the annual reporting rules for
many agencies including the Health Profession Appeals and Review Board.
Proclamations
(See www.ontario.ca/en/ontgazette/gazlat/index.htm)
Regulated Health Professions Act, and Various Profession-Specific Statutes – The provisions relating to
the controlled act of psychotherapy were proclaimed into force as of December 30, 2017.
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Regulations
(See www.ontario.ca/en/ontgazette/gazlat/index.htm)
Health Protection and Promotion Act – Various regulations were made, the most relevant probably
being the revising of the content of the mandatory reporting requirements for numerous contagious
diseases, including for Hepatitis C, including such additional information as risk factors and the travel
history of the patient (O. Reg. 498/17 - Gazetted December 30, 2017). In addition, significant changes
were made to the rabies immunization and reporting regulations (O. Reg. 501/17 – Gazetted December
30, 2017).
Diagnostic Medical Sonographers – While the Ministry has issued a Bulletin indicating that diagnostic
medical sonographers will be regulated effective January 1, 2018, this change has not been published in
the Ontario Gazette yet and is not evident on e-laws as of January 3, 2018. For more information see:
http://www.health.gov.on.ca/en/news/bulletin/2017/hb_20171220.aspx
Proposed Regulations Registry
(See http://www.ontariocanada.com/registry)
Mechanical Restraints and Personal Information under the Child, Youth and Family Services Act, 2017
– Consultations on various aspects of the Child, Youth and Family Services Act, 2017 including permitting
the limited use of mechanical restraints including by service providers to youth, making certain decisions
in a manner that respects diversity and inclusion of children from various communities, and small
changes in the rules relating to personal information and mental health information. Comments are due
by January 26, 2018.
Bonus Features
(Includes Excerpts from our Blog and Twitter feed found at www.sml-law.com)
Guidance on Interpreting Frivolous and Vexatious Provisions
Many regulators have a provision permitting them to not proceed with complaints that are frivolous,
vexatious, made in bad faith, an abuse of process or moot. Ontario’s Divisional Court provided guidance
on the interpretation and application of such a provision in Catford v. The Health Professions Appeal and
Review Board, 2017 ONSC 7411. In that case, Dr. Catford, a physician, was involved in acrimonious
litigation with her uncle. In the course of that litigation, Dr. Catford expressed concerns in a letter about
her uncle’s conduct towards his own daughter as well as towards Dr. Catford herself. A complaint about
the letter resulted in no action against Dr. Catford other than a warning about its wording. The uncle
pursued the matter against a number of other individuals and then made a fresh complaint against Dr.
Catford generally related to the same conduct. The regulator declined to process it and the review Board
declined to consider it on the basis that the complaint “was frivolous, vexatious, made in bad faith, moot
or otherwise an abuse of process”.
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The Divisional Court found the Board’s decision to be reasonable. It made the following points that will
be of interest to regulators:
•

•
•

•

The provision permits the regulator (and review Board) to decline to deal with a complaint that
“clearly has no merit, seeks to re-litigate a claim already decided or is brought for an improper
purpose”.
This authority to decline to deal with a complaint is “consistent with the court’s determination
of when a proceeding is frivolous, vexatious or an abuse of power”.
Factors that are relevant to the determination include situations where the dispute in which the
conduct occurred is a personal one, the relevance of the conduct to the practice of the
profession, any other unsuccessful proceedings (including against third parties) in which similar
issues are raised, whether there is a better forum for the complainant to have raised the
concerns, and whether the complaint appears to be made for an ulterior or improper purpose.
The previous complaint does not have to be identical to fit the criteria; it is sufficient if the
previous complaint is about essentially the same issue.

While declining to deal with a complaint will continue to be a rare and exceptional outcome, there are
cases in which it is an appropriate decision for a regulator.
Disability Not Necessarily a Basis for Nullifying an Unsuccessful Examination Attempt
Regulators offering a limited number of examination attempts face frequent requests to nullify an
attempt by candidates who have been unsuccessful the maximum number of times. Increasingly, the
basis for such requests is grounded in a disability, often temporary, of the candidate. In Martino v.
College of Nurses, 2017 ONSC 6892, the Divisional Court found that it is sometimes reasonable to refuse
such a request. Her request was summarized as:
her personal circumstances that her mother had died about a year before the attempt and she
suffered depression and anxiety as a consequence, and she was taking medications with side
effects such as blurred vision, headaches, anxiety, depression, drowsiness and fatigue. She
submitted a report from a registered psychologist which stated that the medications “can, in fact,
lead to a state of drowsiness, fatigue and confusion.”
The Court said:
The appellant had the onus to establish her mental and emotional state at the time of the
examination and the direct impact of those circumstances on her inability to comprehend their
effect on her examination performance. The evidence respecting her state of mind at the time of
the first examination was essentially limited to that of the appellant. Ms. Hannell [the
psychologist] did not assess the appellant around the time of the first examination; rather, she
relied on the appellant’s own account of the history of her condition in making her report. More
importantly, Ms. Hannell did not give an opinion that the appellant was confused at the time of
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the first examination, nor that the appellant was unable to comprehend her inability to pass the
examination.
The [reviewing] Board concluded that the appellant could have and should have assessed the
side effects of her medications and the impact of her mother’s death well before the
examination. That is a reasonable conclusion, given that the appellant’s mother died a year
earlier, and the appellant had been taking the medications for some time before the examination.
The Board expressed sympathy for the appellant’s situation. That does not mean the Board found
her evidence persuasive, as her counsel argues.
The Board considered the evidence and found that it did not demonstrate exceptional
circumstances that would warrant the extraordinary relief of the annulment of the first
examination.
Continuing Credibility Confusion
Perhaps one of the most difficult tasks for a lay disciplinary tribunal is articulating the reasons for a
credibility finding. In Ahmed v College of Registered Nurses of Manitoba, 2017 MBCA 121, the panel
relied upon the testimony of the patient in order to make a finding of sexual abuse. However, two
difficulties arose in the panel’s assessment of the patient’s credibility. The allegations centred on
whether the nurse’s examination involved the sexual touching of the patient’s breasts and labia. The
Court found the panel’s decision unreasonable for two reasons.
The first was that the panel did not address whether the patient might have been honest but mistaken
about the touching. While at first this conclusion might sound surprising given that there was expert
evidence that the examination of this patient’s condition should not have involved the touching of those
areas, the court remained troubled that the distinction (between honesty and reliability) was not
discussed in the reasons. The patient’s “physical and emotional state on the night in question” may have
affected her capacity to perceive and recall the events accurately. In addition, the Court was troubled at
the number of inconsistencies in the patient’s various statements and said:
It is, of course, one thing to find one or two inconsistencies on peripheral matters to be
immaterial; it is quite another to find a dozen or more inconsistencies to be immaterial without
considering whether all of them, taken together, demonstrate an absence of reliability.
The second concern was that the panel appeared to use the patient’s prior consistent statements as
proof of the credibility of her evidence. While prior consistent statements are sometimes helpful (e.g.,
to rebut an assertion that the witness is changing their story), it cannot be used “as evidence of the truth
of the complainant’s in-hearing testimony”.
The finding was overturned and the Court sent the matter back for consideration of whether another
hearing was warranted.
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Only Obtain Information at the Hearing
Tribunals conducting hearings are often tempted to find out more about the case before them. It may
be because of general curiosity. It may be because of a sense that there are things they are not being
told. It may be because it is difficult for panel members to be so passive during hearing (as many of them
are “go-getters” in their professional lives). However, under our adversarial legal system, it is important
that hearing panels obtain all of their information only in the hearing room and in the presence of all
parties.
In Kadioglu v Real Estate Council of British Columbia, 2017 BCSC 2252, the chair of disciplinary hearing
panel sent an email to the hearing staff support person requesting details about the investigation of the
case before them. A copy of the email was also sent to the regulator’s legal counsel. Independent legal
advice was obtained that the chair should recuse himself from the panel, which he did. The remaining
panel members completed the hearing and a finding was made against the practitioner. Although having
no basis for doing so, the practitioner suspected that more was going on (i.e., that the panel chair
resigned over a disagreement with his co-panelists) and made this issue a major part of his appeal. The
Court ultimately hearing the matter determined as follows:
The record demonstrates that Mr. Kadioglu [the practitioner] is clearly wrong in making such
assertions. The record establishes that the Chair resigned after being advised that the
communication he had with what Mr. Kadioglu calls the “prosecution” was inappropriate. The
Chair took no issue with recusing himself. … The FST [administrative appeal body] Chair
[correctly] concluded that there was no reasonable apprehension of bias arising from the
Committee Chair’s recusal….
Hearing panel members need to confine their data gathering to the hearing room itself.
Disclosure Duty Applies Only to Relevant Information
In Peters v. The Law Society of Upper Canada, 2017 ONSC 7142, the practitioner was alleged to have
failed to fulfill her professional obligations including failing to attend scheduled court dates in a number
of cases. She sought disclosure of the investigation files of other practitioners involved in two of those
cases. The regulator refused even though those files dealt with clients shared with Ms. Peters. The Court
agreed:
Given that the conduct at issue in the R matter concerned Ms. Peters’ failure to attend court on
three occasions and her failure to pay a costs order, it was reasonable for the Hearing Panel to
conclude that a complaint against the opposing lawyer in the same proceeding had no relevance.
It was Ms. Peters’ conduct that was at issue, not the opposing lawyer’s. In the C matter, the
complaint was against a paralegal that Ms. Peters’ client had retained before she retained Ms.
Peters. Again, it was not unreasonable to find that this complaint had no relevance to the
allegations against Ms. Peters, which concerned her conduct, not that of the paralegal.
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The implication of this decision is that the files of the regulator’s investigation of other practitioners can
be disclosed where relevant. However, disclosure can be safely refused where the other files do not
relate to the actual allegations against the practitioner even if there is some connection between the
cases.
The Divisional Court also refused to hear an argument on appeal about delay by the regulator where the
issue was not raised at the hearing and the court would not have a proper record to consider (e.g., the
regulator’s explanation for the apparent delay).
Considering Past History When Imposing Disciplinary Sanctions
In Thistle v. Law Society of Newfoundland and Labrador, 2017 CanLII 86502 (NL SCTD), a practitioner was
disciplined for inappropriate conduct in mortgage transactions. The main issue on appeal was the
appropriateness of the sanction. The practitioner had a complaints history involving letters of caution
and warnings. The Court said that some weight could be placed on this history even though no
disciplinary finding had been made:
Recognizing that the test for a decision of the Committee falls short of a finding of guilt, I can see
no fault in the Tribunal’s consideration of the letters of caution and letters of counsel, as part of
the Appellant’s overall conduct history with the Law Society. In the context of the Tribunal’s
decision on sanction, the fact that on several prior occasions the Committee formed the opinion
that there were reasonable grounds to believe the Appellant’s conduct was deserving of sanction,
should not be ignored. Rather, the question is one of how much weight to be attributed to this
part of the Appellant’s conduct history. For example, a finding of guilt for professional misconduct
might weigh more heavily against the Appellant, than a letter of caution arising from the
reasonable opinion of the Committee. Each is relevant, however, and in this case the Appellant’s
conduct record contains both.
The Court also said that some consideration could be given to other conduct of concern even though it
had not been dealt with before the conduct in issue at the discipline hearing. While it could not be said
that the practitioner had failed to learn from the other matter, it was still part of his prior history that
could be considered.
Relying on Stolen Evidence
What does a regulator do when someone brings stolen information demonstrating serious misconduct
on the part of a practitioner? Is it permissible or appropriate to use the information? The Ontario Judicial
Council had to deal with this issue in the case of the Honourable Justice John Keast. An unnamed person
surreptitiously copied text messages from Justice Keast’s phone and gave them to the local Children’s
Aid Society (CAS). The text revealed highly inappropriate comments by Justice Keast to an employee of
the CAS making derogatory comments about other employees of the CAS and about the CAS itself.
Justice Keast also attempted to obtain confidential information from his friend. At the time Justice Keast
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had a case before him involving the CAS and regularly dealt with other CAS cases. Justice Keast tried to
exclude the texts from evidence because they were stolen.
The Council admitted the texts. Neither the Council nor the CAS had encouraged the individual to steal
the information. And the individual who took them was acting in a private capacity thus making the
Canadian Charter of Rights and Freedoms inapplicable. The Council said:
… in a hearing to determine whether judicial misconduct took place, it is virtually inconceivable
that the administration of justice would be better served by excluding the evidence of the alleged
misconduct, rather than admitting it.
Justice Keast thereupon admitted his misconduct and was suspended without pay for thirty days.
When Is a Breach of the Law in One’s Private Life Misconduct?
For most professions, the reach of the regulator extends to one’s private life in some circumstances.
Typically, dishonesty or breach of trust outside of one’s practice constitutes professional misconduct.
How about honest mistakes? This issue arose in College of Physicians & Surgeons Alberta v Ali, 2017
ABCA 442, where the practitioner inaccurately completed forms and failed to fulfill other disclosure
obligations in the course of his bankruptcy proceedings. The disciplinary tribunal found that he had not
done so deliberately. However, it found that he had failed to take the care and exercise the thoroughness
expected of a physician in the circumstances. The majority of the appellate Court said:
… the issue was not whether the off-duty conduct reflected on the individual’s competence as a
professional but whether it could affect the public’s confidence in the profession or the
reputation of the profession when the individual’s private behaviour fails to meet the standards
of conduct expected of a member of that profession….
In the view of the Hearing Tribunal, the public would expect members of the medical profession
to act with the highest professional and personal integrity. A member in financial difficulty would
be expected to take appropriate steps to comply with bankruptcy obligations and be honest and
thorough in dealing with the Trustee in Bankruptcy. The public would be unlikely to support a
physician who had gone into bankruptcy and continued to earn a very substantial income from
the profession, while disregarding his obligations to his creditors.
The majority of the Court found this explanation to be reasonable. A dissenting Justice, however, felt
that the making of honest mistakes in these circumstances should not amount to professional
misconduct.
It probably did not help the practitioner’s case that he had failed to promptly pay the regulator fees and
had failed to cooperate in setting up a meeting with a representative of the regulator when asked to do
so.
Page 8 of 9

| Legislative Update – What Happened in December 2017?
The Court also gave short shrift to the practitioner’s argument that there was an appearance of bias
because other lawyers in the large firm of the independent legal counsel had acted against the
practitioner in a small, unrelated matter some years before. The Court also upheld the sanction of a
reprimand and payment of $65,000 in costs.
Over-Broad Disclosure Requests
Occasionally practitioners argue that they have been singled out for regulatory action in ways that other
members who have engaged in similar conduct are not. In order to make such an argument, the
practitioner would need to demonstrate details about how other members were treated. Often these
other cases are not in the public domain. So, the practitioner seeks disclosure of the other cases in order
to make the selective prosecution argument. The Law Society of British Columbia v. McLean, 2017 BCCA
388, was one such case.
The allegation was that Mr. McLean had not paid his accounts to court reporters and had not
communicated transparently with them about the payment of those accounts. Mr. McLean sought
disclosure of “all complaints it [the regulator] had received since its inception regarding late payment of
debts, and particulars related to those complaints”. The regulator (and the disciplinary tribunal) refused
the request on the basis that it would involve the disclosure of confidential information, that the request
was overly broad and unworkable and that the information would not assist Mr. McLean in his defence
on the merits. The Court upheld the refusal, particularly because of its broad nature.
This is not to say that a request for access to other regulatory files of a similar nature will always be
refused. However, an overly broad request made on a speculative basis is likely to experience a similar
fate.
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Prepared by Richard Steinecke
In this Issue:
•
•

Controlled act of psychotherapy proclaimed into force as of December 30, 2017, see p. 1
Diagnostic Medical Sonographers regulated as of January 1, 2018, see p. 1

Bonus Features:
•
•
•
•
•

Cross-Border Internet Practice, see pp. 2-3
Proving Patterns, see p. 3
You Gotta Come to the Party to Dance, see p. 4
Inferences vs. Speculation, see pp. 4-5
Short Term Gain for Long Term Pain, see p. 5
Ontario Bills
(See www.ontla.on.ca)

The Legislature was not in session during January.
Proclamations
(See www.ontario.ca/en/ontgazette/gazlat/index.htm)
There were no relevant proclamations gazetted this month.
Regulations
(See www.ontario.ca/en/ontgazette/gazlat/index.htm)
Psychotherapy – A regulation has been made providing a general exemption from performing the
controlled act of psychotherapy for two years and to exempt social work and social service work students
who are performing psychotherapy in the course of their training (O. Reg. 570/17 - Gazetted January 6,
2018).
Diagnostic Medical Sonographers – As reported in the last issue, the registration regulation enabling
the registration of diagnostic medical sonographers, effective January 1, 2018, and the related
authorized act regulation have been enacted (O. Reg. 564/17 and 565/17 – Gazetted January 6, 2018).
In addition, the controlled acts regulation under the RHPA has been amended to authorize such
procedures and exempting midwives and nurses in some circumstances (O. Reg. 566/17 – Gazetted
January 6, 2018).
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Proposed Regulations Registry
(See http://www.ontariocanada.com/registry)
There are no relevant consultations pending.
Bonus Features
(Includes excerpts from our Blog and Twitter feed found at www.sml-law.com)
Cross-Border Internet Practice
An important decision was rendered recently by the Ontario Superior Court on the cross-border internet
practice of professions. In College of Optometrists of Ontario v. Essilor Group Canada Inc., 2018 ONSC
206, two regulators (the College of Opticians of Ontario was also a party) obtained an injunction against
a major internet supplier of contact lenses and eyeglasses requiring it to comply with Ontario rules
relating to dispensing eyewear. Essilor (the parent of Clearly and Coastal) operated out of British
Columbia. Essilor tried to portray the application as turf protection to guard the commercial interests of
optometrists and opticians. The Court viewed that argument as irrelevant; the issue was whether the
cross-border, online dispensing of lenses and eyeglasses was permitted by the legislation.
The Court first addressed whether the actions of Essilor breached the Ontario legislation by “dispensing”
eyewear, which is a controlled act. The Court noted that while the controlled act scheme in the
legislation was designed to prevent harm, one had to interpret the language of the provision and not
conduct a risk-assessment of the specific conduct in the case. The Court concluded “that ‘dispensing’ is
not a singular act but a series of acts that encompass the making, adjustment (fitting) and delivery of”
eyewear. Under the Essilor business model, no Ontario-registered practitioner was responsible for
performing these functions. That outcome was contrary to the purpose of the provisions (i.e., ensuring
the provision of proper health care by qualified and authorized professionals). It was evident to the Court
that Essilor was making and delivering contact lenses and eyeglasses.
The second issue was whether Ontario legislation applied in circumstances where almost everything
Essilor did occurred in British Columbia. The Court indicated that it should not take an “old-world
understanding of place and time”. The location of the action should not be assessed on a purely
commercial transaction basis (i.e., which determines for insurance purposes where the point of
“delivery” occurs), as is done under the Civil Code in Quebec. Rather, location should be determined in
a manner consistent with the purpose of the provisions. Under this approach the Court looked for
whether there was a “sufficient connection” between the conduct and Ontario. The Court said that a
“purposive analysis of the legislation demonstrates that this situation is best characterized not as a
contract for the sale of eyeglasses, but as the delivery of health care.”
The Court engaged in a fascinating discussion of the location of events over the internet. It cited
authorities viewing such interactions as occurring “both here and there” and sometimes even
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“everywhere”. The Court concluded that where the order was placed by an individual in Ontario and the
eyewear was received in Ontario, presumably to be used in Ontario, there was a sufficient connection
to Ontario. “To find otherwise would mean the eyeglasses are provided without obligation to adhere to
Ontario regulation.” The Court was also not swayed by the fact that ordering lenses and eyeglasses
online was permitted in British Columbia; such a change in the law in Ontario should be done by the
legislature, not the courts.
In passing, the Court noted that the regulatory rules of Ontario also applied to internet practice within
Ontario. Internet providers that are based in Ontario and dispense eyewear to Ontario clients need to
comply with all Ontario rules.
This case provides some urgently needed clarity on the issue of cross-border internet practice.
Proving Patterns
One of the most difficult allegations to prove during discipline is regarding conduct that is only
misconduct if done cumulatively. For example, being rude on one occasion is rarely conduct deserving
of sanction. However, a pattern of rude conduct may demonstrate a lack of professionalism particularly
where the practitioner knows that there have been concerns and particularly where they are warned
about it. Then the conduct moves from the category of inadvertence or a slip into the classification as
deliberate or, at least, indifference to professional duties.
In MacLeod v Alberta College of Social Workers, 2018 ABCA 13, a social worker was alleged to have
engaged in a pattern of rudeness towards clients, their families and colleagues along with a specific
example on a specific day. The Court was concerned that the allegations were not sufficiently
particularized to enable the practitioner to know the case he had to meet. In addition, even though the
pattern of behaviour had been confined to a two-year window, evidence relating to his entire 25-year
career was introduced without consideration as how the unalleged events should be used during the
hearing. In fact, the Court was concerned that the finding made by the panel appeared to relate to
conduct that was not contained in the notice of hearing, as broad as it was. The Court said:
Those findings might be supported by inferences drawn from evidence of related events, but
those related events could not independently support a finding of professional misconduct, or
expand the scope of the charges.
While the Court does not appear to be requiring that a pattern of behaviour list every incident with
specificity, regulators should be careful not to make general allegations of a pattern of vague conduct
(i.e., “rudeness”) without ensuring that the practitioner is in a position to have a fair sense of the case
they have to meet. And disciplinary tribunals should clearly identify how they have used unalleged
conduct in assessing the alleged events.
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You Gotta Come to the Party to Dance
A self-represented practitioner did not attend their discipline hearing in Lum v. College of
Physiotherapists of Ontario, 2018 ONSC 567. They then tried to appeal the decision finding them guilty
of professional misconduct for failing to attend a caution before the Inquiries, Complaints and Reports
Committee. The Divisional Court held that failing to attend the hearing to raise the procedural concerns
was sufficient to deny the appeal. This was so even though the practitioner was self-represented
(“Ignorance of the law is not an excuse“). The Court also held that the grounds of appeal were without
merit:
1. That the hearing panel composition overlapped with the panel hearing a motion to exclude
prejudicial evidence was neither unfair nor contrary to the panel’s rules of procedure permitting
a separate panel to conduct preliminary motions;
2. There is nothing prejudicial or unfair in the hearing panel referring to the history of the
proceedings, including the practitioner’s attempts to obtain an injunction to prevent the hearing
from proceeding;
3. There is no duty on the regulator to specify which portions of the disclosure it will rely upon at
the discipline hearing; and
4. The sanction for failing to attend at the caution was a reprimand, a suspension until a particular
course was successfully completed and costs of $4500 was “a very reasonable one, having regard
to the seriousness of the misconduct”.
Inferences vs. Speculation
In a number of recent cases the courts have said that regulators should base their conclusions on
evidence rather than speculation. What is often left unaddressed is the differences between inferences
from the evidence (which is permitted), and speculation from the facts (which is not permitted). In
Finkelstein v. Ontario Securities Commission, 2018 ONCA 61, the Court of Appeal in Ontario stated that
reviewing courts should not intervene when a tribunal makes an inference from the evidence even if it
is not the inference that the court would have made. That case dealt with insider tipping in the stock
market where cases are almost always established through circumstantial evidence.
The Court then went on to accept the following definition of what constitutes an “inference”:
“An inference is a deduction of fact that may logically and reasonably be drawn from another fact
or group of facts found or otherwise established in the proceedings. It is a conclusion the trier of
fact may, but not must, draw in the circumstances.”: David Watt, Watt’s Manual of Criminal
Evidence, 2017 (Toronto: Thomson Reuters, 2017), §12.01.
The Court of Appeal reviewed the Divisional Court’s handling of the evidence and the reasons of the
tribunal and concluded:
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The function of a reviewing court, such as the Divisional Court, is to determine whether the
tribunal’s decision contains an analysis that moves from the evidence before it to the conclusion
that it reached, not whether the decision is the one the reviewing court would have
reached: Ottawa Police Services, at para. 66. With due respect to the Divisional Court, it failed to
do so in the case of the Panel’s decision about Cheng. Instead, it impermissibly re-weighed the
evidence and substituted inferences it would make for those reasonably available to the Panel.
That was an error. The findings of fact made and inferences drawn by the Panel in respect of
Cheng were reasonably supported by the record.
The difference between drawing valid inferences and engaging in speculation is a subtle one.
Short Term Gain for Long Term Pain
When there is a public outcry about extremely inappropriate behaviour alleged against a practitioner,
the regulator often feels compelled to reassure the public that such conduct is not acceptable. However,
those public statements can then be used to raise issues about prejudgment when the regulator deals
with the concerns through its investigation and discipline process. That is what occurred in Calandrini v.
Canada (Attorney General), 2018 FC 52. The conduct in issue related to reported acts of nudity and sexual
harassment and even assault by an RMCP police officer towards his male colleagues. When the media
picked up on the issue, the Deputy Commissioner of the RCMP said:
When this came to our attention, we were appalled at what the allegations were. I found it hard
to believe that in this day and age that this kind of behaviour would take place in our organization
or anywhere else. It is completely unacceptable behaviour. It is abhorrent. The kind of behaviour
that was alleged is completely in opposition to our core values.
The Court applied the following test as to whether these comments created an appearance of bias:
To find that discretion has been fettered, the facts before the Court must give rise to a reasonable
apprehension that the decision-maker treated another individual’s views as binding or
conclusive, without the need to consider any other factors or to conduct an independent analysis.
The issue was complicated by the fact that the concerns had already been addressed informally. That
informal resolution was subject to review. During that review process the media raised concerns about
the case. The officer conducting the review referred the concerns to a discipline hearing. However, in
reviewing the entire file (including the steps taken before the media outcry, the notes by the screening
person indicating that they did not discuss the matter with the Commissioner and the documentation
about the processing of the concerns), the Court was satisfied that there was no fettering of discretion
despite the comments made by the Commissioner.
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Prepared by Richard Steinecke
In this Issue:
•
•
•
•
•
•
•
•

Bill 175 to overhaul regulation of the police, see p. 1
Bill 200 to expand scope of practice of audiologists and SLPs, see p. 1
Long-Term Care Homes now subject to Directives by the Minister, see p. 2
Consultation on regulation on criteria for defining patients, see p. 2
Consultation on placing additional information on a College’s public registry, see p. 2
Consultation on prescribed offences that would result in mandatory revocation, see p. 2
Consultation on administrative penalties for long-term care homes, see p. 2
Consultation on moving rehab services to Ministry for Children, see p. 2

Bonus Features:
•
•
•
•

Policies Made by a Regulator Are a Type of Law, see p. 3
Dropping the F Bomb, see p. 3
Showing Respect, see pp. 3-4
What Constitutes a Final Decision? see p. 4
Ontario Bills
(See www.ontla.on.ca)

Bill 175, Safer Ontario Act, 2017 (government Bill – under active consideration by the Standing
Committee on Justice Policy) Bill 175 ends the last vestiges of self-regulation for Ontario police. It creates
a number of independent bodies to conduct various aspects of regulating police conduct including
creating an office of the Inspector General of Complaints, the Ontario Policing Complaints Agency, the
Ontario Policing Discipline Tribunal and a complete reworking of the Special Investigations Unit.
Bill 200, Removing Barriers in Audiology and Speech-Language Pathology Act, 2018 (private member’s
Bill – passed first reading) Bill 200 expands the scope of practice of practitioners under the Audiology
and Speech-Language Pathology Act to include the controlled acts of communicating a diagnosis and
conducting various aspects of swallowing assessments, among other things.
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Proclamations
(See www.ontario.ca/en/ontgazette/gazlat/index.htm)
Long-Term Care Homes Act – provisions relating to the duty to comply with Directives of the Minister
and immunity from damages came into force on February 1, 2018 (Gazetted February 17, 2018).
Regulations
(See www.ontario.ca/en/ontgazette/gazlat/index.htm)
There were no relevant regulations this month.
Proposed Regulations Registry
(See http://www.ontariocanada.com/registry)
RHPA Criteria for Defining Patients – Despite the Ministry announcing that these proposed regulations
would be posted on the registry by March 2, 2018, as of March 3, 2018, they have not yet been posted.
RHPA Expanding the Public Register – Despite the Ministry announcing that these proposed regulations
would be posted on the registry by March 2, 2018, as of March 3, 2018, they have not yet been posted.
RHPA Offences Resulting in Mandatory Revocation – Despite the Ministry announcing that these
proposed regulations would be posted on the registry by March 2, 2018, as of March 3, 2018, they have
not yet been posted.
Long-Term Care Homes Act – Proposed regulations would authorize the Ministry to charge
administrative penalties of between $1,000 and $10,000 for continuing non-compliance with the
requirements upon the home if the contravention still exists on a follow-up inspection. In addition, the
costs of a follow-up inspection can be charged to the home. Comments are due by March 29, 2018.
School Health Professional Services - “In the 2018-19 fiscal year, contracts administered by Local Health
Integration Networks (LHINs) with service providers for physiotherapy services, occupational therapy
services, and speech-language pathology services in publicly funded schools will transition from LHINs
to Children's Treatment Centres funded by the Ministry of Children and Youth Services (MCYS). This is
consistent with the implementation of the integrated delivery of rehabilitation services, which is part of
the government's Special Needs Strategy.” Comments are due by March 19, 2018.
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Bonus Features
(Includes Excerpts from our Blog and Twitter feed found at www.sml-law.com)
Policies Made by a Regulator Are a Type of Law
See our recent edition of Grey Areas where we discuss the recent Divisional Court decision in The
Christian Medical and Dental Society of Canada v. College of Physicians and Surgeons of Ontario, 2018
ONSC 579, http://canlii.ca/t/hq4hn. In that case the Court upheld the authority of regulators to make
policies respecting human rights issues and access to services even though their enabling legislation
permitted the making of regulations to address such matters. The Court held that such policies constitute
law for the purpose of the Canadian Charter of Rights and Freedoms. While the policies were not
enforceable directly at discipline, they constituted some evidence of the accepted standard of practice
of the profession and could, with expert evidence addressing the particular facts of the case, support a
finding of professional misconduct.
Dropping the F Bomb
Is it always professional misconduct for a practitioner to use profanity? In Johnson v. Law Society of
British Columbia, 2018 BCCA 40, http://canlii.ca/t/hq732, the Court supported a finding that a lawyer
“dropping the F Bomb” in a courthouse corridor directed at a police officer who was a witness in his
court case “constituted a marked departure from the conduct the Law Society expects from its
members”. The Court accepted that there may have been provocation by the police officer (who later
arrested the lawyer when their “chests or stomachs” touched) but deferred to the expertise of the
professional regulator. However, it was clear from the Court’s reasons that it accepted the proposition
that not every profanity by a practitioner was professional misconduct and that the regulator needed to
examine the circumstances of each case.
Showing Respect
Most professions require their practitioners to show respect to their clients and colleagues. One of the
central issues in Sullivan v. Ontario College of Teachers, 2018 ONSC 942, http://canlii.ca/t/hq9gv, was on
how to interpret this duty. Mr. Sullivan was a teacher who had concerns about vaccinations. There was
a vaccination clinic for the students at his school. Mr. Sullivan left his class unattended to express his
concerns about whether the nurse staffing the clinic was obtaining truly informed consent. His
comments were found to be aggressive and intimidating (e.g., questioning whether the students were
being told that one of the side effects of vaccination was death). Some of Mr. Sullivan’s comments were
heard by and, in one case, directed at students. The Discipline Committee found that Mr. Sullivan’s
conduct demonstrated a lack of respect to the nurse and the students (as well as his class which was left
unattended).
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On appeal Mr. Sullivan argued that he was demonstrating respect to his students by trying to ensure
that they gave truly informed consent, which he honestly believed was not occurring. The Court held
that the issue of informed consent was between the students, their parents, and the nurse. Mr. Sullivan
had no role in the matter. The Court also held the finding by the Discipline Committee that Mr. Sullivan’s
method of intervening did not honour the principal of respect was reasonable.
What Constitutes a Final Decision?
Appeals of most regulatory decisions are only available if the decision is final. The concept of final
decisions has some flexibility in civil cases where appeals may be available where a ruling deprives a
party of a “substantive right which could be determinative of the entire action”. In The Law Society of
Upper Canada v. Piersanti, 2018 ONSC 640, http://canlii.ca/t/hqjnd, the disciplinary tribunal made an
evidentiary ruling accepting the findings of fact of a trial judge in civil case as binding on the practitioner.
The tribunal would not allow the practitioner to challenge (or re-litigate) those findings of fact. The
practitioner attempted to appeal the ruling, but internally within the regulator and in the courts.
The Divisional Court declined to apply the same test of finality as used by the courts in civil cases. The
Court indicated that in regulatory proceedings there was a high value in allowing the proceedings to be
completed before appeals were considered. Given the public protection mandate of regulators, their
non-legal structure, and the practical problems created by interrupting the process, the Court
determined that in most cases the hearing process should run its complete course before there was
recourse to the courts. A final decision in regulatory cases was one in which all matters had been
determined. Then, if necessary, the practitioner could challenge the entire process in one proceeding.
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Right Touch Reform – Part 2
by Rebecca Durcan
January 2018 - No. 222
As noted in the last issue of Grey Areas, the UK is
currently
undertaking
a
significant
and
comprehensive review of the regulation of the health
and social work professions. The oversight body, the
Professional Standards Authority (PSA), has released
a lengthy report in support of that review. The PSA
report, entitled “Right Touch Reform” outlines the
current regulatory model and makes some suggestions
for direction for reform. The PSA still intends to
make actual submissions to the review.
A few highlights from the report include the
following:
Public Register
This section of the report discusses how the public
register for a profession can facilitate protection of
the public. In fact the PSA describes a regulator’s
public register as “a critical part of their role to
protect the public” in four ways:





Assuring the public that practitioners are
qualified and regulated;
Helping the public (and thus the regulator) to
identify illegal practitioners;
Informing the public of any restrictions on a
practitioner’s practice; and
Providing information about a practitioner’s
qualifications to engage in special areas of
practice.

The PSA noted that the public had low awareness of
the public registers and their purposes and more work
was needed to promote them.
Not unrelated to the last point, the PSA suggested that
there may be value in developing multi-professional
registers that the public can use to locate information
about any registered practitioner. It pointed to some
examples in the US and Australia. In fact, the PSA
relied on the concept of a single register as one of the
reasons why it supports a single regulator for all
health and care professions. To the extent that this is
not yet possible, there should be greater uniformity
amongst regulators as to what information is on the
register (e.g., how long conditions, undertakings,
warnings and suspensions are shown).
The PSA also lauded the “sounds like” search
function that some regulators employed. It facilitated
the location of practitioners even when the searcher
did not have the correct spelling of their name. The
PSA recommended all regulators implement this
software.
Surprising to us was the PSA objection to the addition
of “annotations” to the register, by which they mean
information other than the core regulation status and
history of the practitioner. Annotations would include
such information as the additional training and
certification obtained by the practitioner and whether
the practitioner was entitled to supervise students or
apprentices.
The PSA has a number of concerns about expanding
the public register to non-essential items including
over-reliance (e.g., by employers) on the register as
reflecting the complete qualifications, experience and
skills of the practitioner, the use of the register by
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practitioners for career enhancement and a means for
the regulator to charge additional fees. In addition,
some of the additional information may be misleading
to the public (e.g., such including non-practising
members of the profession, like those who have
retired). To the PSA information should only be
contained on the register where a potential harm to
the public is identified and the posting of the
information on the register is the most appropriate
way to address the risk.

this history should the individual continue practising.
Practitioners who have been erased from the register
for wrongdoing should remain on the public register
for at least five years. Similarly, where nonpractitioners are the subject of prohibition /
restraining orders for illegal practice, their identities
should be placed on the register with adequate
explanation.

The PSA position could be seen as not adequately
addressing two significant concerns. First, regulators
are quickly becoming irrelevant as the public uses
other (often internet-based) tools to inform their
choice of practitioners. Portraying the public register
as the one-stop location to obtain the relevant and
reliable information about practitioners may be
essential to the survival of regulators. One recent
article indicated that Washington State is considering
replacing the regulation of lower-risk occupations
with a website where the public can post reviews
about practitioners:
http://www.professionallicensingreport.org/is-theinternet-making-occupational-regulation-obsolete/.

It appears that in the UK professional regulators often
have a significant role in setting the outcomes for
education (i.e., identifying the competencies required
by graduates to become registered), setting standards
for schools and assessing the performance of the
school. In Canada many regulators are only involved
in the first of these functions and the government or
other entities usually perform the last two.

A second concern is that it is difficult to persuade
practitioners to accept the posting of their regulation
status and history on public register, especially as the
protecting of personal privacy gains acceptance.
Where the public register can contain positive
information about practitioners, more practitioners
may support the concept.
The PSA does, however, support the public register
including information about practitioners who were
removed from the profession (with clear
explanations) so that the public can become aware of

Education and Training

The PSA noted that the role of regulators in education
and training programs varies from profession to
profession and there appears to be some overlap and
duplication of functions with other bodies. The PSA
noted the burden that this can place upon schools and
suggested the streamlining of their scrutiny. The PSA
suggested that the scrutiny of schools focus on riskprofiling the school’s performance through various
sources so that oversight functions can be targeted.
For example, schools whose graduates had more
challenges in post-graduate education or upon
registration might receive greater scrutiny.
The PSA recommended that students, clients of
graduates and members of the public have greater
involvement in every aspect of education and training
from program design and development to their
accreditation and other scrutiny.
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The PSA also recommended that scrutiny by
regulators focus on competencies related to public
protection. Schools should be given greater flexibility
in achieving those goals.
The PSA recommended that every aspect of the
assurance, including processes, criteria and
procedures be made publicly available and that all
reports and decision making be public. The PSA
stated:
A clear and transparent quality assurance
process, and ensuring that reports and results
from visits are clearly and prominently
available are important elements in ensuring
confidence in the system of quality assurance
used by the regulators. This includes
confidence from:
• the public, that risks are being controlled
and that those joining the register are safe
and fit to practise
• from registrants, that the education and
training they receive will make them
competent to join the register
• and from education providers that the
requirements they must meet are justified
and proportionate.

The PSA advocated for an increased focus on multiprofessional and inter-professional training for two
reasons. First this would help instill shared
understanding and values amongst various
professions. A common culture throughout the health
care system, especially related to openness,
transparency and candour, could reduce the risk of the
repetition of some of the tragedies experienced in the
UK health care system (e.g., Mid Staffordshire).
Second, joint training would foster the respect and
skills necessary to make the inter-professional
provision of services that now exist more accepted
and effective:
There is evidence to suggest that interprofessional education may have a beneficial
effect in relation to improving collaborative
practice and ensuring a consistent approach to
patient care and safety.
One can hardly wait for the PSA to make actual
submissions in the ongoing review. The report can be
found at: www.professionalstandards.org.uk.

The PSA noted that for some professions (e.g., nurses
and general practitioner MDs), shortages of
practitioners was putting pressure on regulators.
While regulators should resist lowering standards,
they should consider allowing more flexible ways for
educators to achieve those standards including
experiential learning (e.g., apprenticeship training).
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COLLEGE OF DIETITIANS OF ONTARIO
UNAUDITED STATEMENT OF OPERATIONS AND CHANGES IN FUND BALANCES
RESULTS FOR THE FISCAL YEAR ENDED MARCH 31, 2018, as at December 31, 2017
9 Months Ended
Total Quarterly
Actuals
Budget
Dec 31, 2017
Dec 31, 2017
REVENUE
Membership & Other Fees (1)
Income Earned from MCI Fund (2)
Interest & Dividends (3)
Realized Gain/(Loss) on Sale of
Investments & Capital Assets (3)
TOTAL REVENUE

Actual vs
Budget %
Variance

Comparative
9 Month
Actuals
Dec 31, 2017

Total Annual
Budget
Mar 31, 2018

2,348,721
185,403
30,924

74%

2,478,675
44,500

45,127
2,543,480

2,495,361

2%

2,523,175

(1,358)
2,563,690

1,259,032
94,419
55,976
31,473
68,119
71,285
1,580,305

1,328,748
108,349
74,516
55,444
67,619
67,286
1,701,961

5%
13%
25%
43%
-1%
-6%
7%

1,771,665
144,465
99,355
73,925
90,158
89,715
2,269,283

1,206,862
74,414
44,013
58,505
56,114
60,548
1,500,456

963,175

793,400

253,892

1,063,234

Less: Non-cash expenses:
Capital Asset Fund - Amortization (11)

(72,222)

(60,000)

Unrealized FV appreciation
(depreciation) of Investments (4)

(15,676)

SURPLUS/(DEFICIT) - CDO & MCI Fund

875,277

733,400

MCI Funded Project Expenses (2)

(11,825)

(11,825)

$

SURPLUS/(DEFICIT) - CDO

863,452

721,575

$

1,748,222

1,748,222

EXPENSES (Operating & Reserve)
General & Administrative (5)
Registration Program (6)
Quality Assurance Program (7)
Practice Advisory Program (8)
Patient Relations Program (9)
Standards & Compliance Program (10)
TOTAL EXPENSES BEFORE AMTZ'N
EXCESS REVENUE OVER EXPENSES
(EXPENSES OVER REVENUE)

FUND BALANCES - beginning of year
FUND BALANCES - March 31, 2018

$

2,428,592
11,825
57,936

2,611,675

$

-1% $

$

2,450,161
11,825
33,375

$

-20%

(80,000)

Dec 2017 vs
Dec 2016 %
Variance
3%
-94%
87%

-1%

-4%
-27%
-27%
46%
-21%
-18%
-5%

(52,786)
92,917

$

2,469,797

173,892

$

1,103,365

-

(185,403)

173,892

917,962

1,748,222

1,284,532

1,922,114

$

2,202,494

NOTES and HIGHLIGHTS:
REVENUE (actual revenues are 2% higher than the third quarter (Q3) budget)
(1) Revenues from members in all categories have generated $2,428,592 by Q3 of Fiscal 2018. This amount is in line with the third quarter budget and
3% higher than the prior year (Fiscal 2017) . This is reasonable given the $12/per member increase in membership fees, the growth in membership
and an increase in application fees for the Knowledge and Competency Assessment Tool (KCAT).
(2) The Ministry of Citizenship, Immigration and International Trade (MCIIT) provided the CDO with funding from March 2014 to June 2017 to develop
a Competence Assessment Schema for internationally educated dietitians (known as the Prior Learning Assessment & Recognition or PLAR project).
The total funding was $690,680 over the three year period. As of January 2017, $690,680 was received from the Ministry; of this amount $147,928
was spent on the project in Fiscal 2015, $288,442 in Fiscal 2016, $242,485 in Fiscal 2017 and $11,825 in Fiscal 2018. The $11,825 is recognized as both
revenue earned and expenses incurred during Fiscal 2018. The fund was closed effective September 30, 2017.
(3) Investment income (interest & dividends) of $57,936 was received from long term investments held at RBC Dominion Securities and from an operating
bank account with Scotiabank; this is 74% higher than budget and 87% higher than the prior year due to higher than expected dividends from
investments. A Realized Gain on Sale of Investments of $45,127 is the result of actual sales of shares during the fiscal year; this is the main
reason overall revenues are 2% higher than the third quarter budget.
(4) Unrealized depreciation in the fair value of investments was $15,676 (on unsold investments).
Due to the unpredictable nature of the market, gains and losses on sales of investments and the appreciation or depreciation of unsold investments
cannot be budgeted for.
EXPENSES (actual expenses are 7% less than the third quarter budget)
(5) Overall, General & Administrative expenses are in line with budget (i.e. 5% variance from the third quarter budget).
Council expenses are 41% less than the Q3 budget due to less than planned spending for new member orientation and timing. 4 Council meetings and 1
full-day orientation were budgeted for; 3 meetings and one 1/2 day orientation meeting occurred. Actual costs were lower than budget since fewer than
expected members attended. Other orientation sessions will occur if needed. Expenses budgeted for legal fees for work on the bylaws have not yet occurred.
Council training was provided by Richard Steinecke as planned. There is one more Council meeting scheduled for March 23, 2018.
Executive Committee expenses are 30% less than budget; 14, 1/4 day teleconferences and 2, 3/4 day face-to-face meetings were budgeted
for thoughout the year; 1, 1/2 day face-to-face mtg + 11, 1/4 day teleconferences (including an Audit Committee + an RPRC teleconference) were held
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by the 3rd quarter. Preparation time, travel & accomodation costs were much less than budgeted. Committee development costs were budgeted for $4,350;
the President attended the CLEAR Conference as planned.
The Legislative Issues Committee did not hold any meetings.
Other General & Administrative Expenses such as Salaries & Benefits, Membership Dues, Telephone/Internet and Insurance are in line with the
third quarter budget.
Computer Expenses include the costs of setting up computers for new and existing employees, fixing a computer with a virus, cleaning the server for a
crypto infection, correcting issues with tablets. Many of these costs occur in the first half of the year as new computers are rolled out to staff; therefore total
costs are expected to be in line with the annual budget.
Communcations Initiatives are higher than budget due to timing; the CLEAR Conference & and other external meeting costs were budgeted for throughout
the year, but the actual costs occurred by December 2017. Total costs are expected to be in line with the annual budget, since $3,800 of expenses will be
reimbursed by the Alliance and two attendees at the Alliance meeting in the last quarter of the year. The Annual Report was produced at a cost of $5,609 by
Naomi Shacter Graphic Design. The costs are 38% higher than the Q3 budget due to timing; they will be in line with the annual budget.
These overages are offset by underspending in other areas, including Contracted Services, Translations, Printing, Staff Development, Office Expenses,
Postage & Delivery and Professional Fees. Most of these expenses are expected to occur during the balance of the fiscal year although some, such as
Contracted Services and Recruitment Fees (within Professional Fees), depend on whether or not the need arises.
Rent expense is 8% less than budget. This is due to the fact that CDO received a tax refund from its landlord, Bentall Kennedy for $7,352. These refunds
are unknown at the time of budgeting and cannot be estimated with any certainty. CDO also received an allowance for leasheold improvements from Bentall
Kennedy for $24,304, which will be recognized over the balance of the lease term to 2023; a total of $3,472 will be amortized this fiscal year. This credit
will also offset Rent Expense each year. The amount of this credit was not known at the time of budgeting.
(6) The Registration Program expenses are 13% less than the Q3 budget due to timing; more exam administration, translation and legal costs are expected in
the last quarter of the fiscal year. Credit card fees are 17% higher than budget due to timing; $52,529 was paid to Moneris from September to December 2017,
when the majority of membership renewals occurred (most members paid by credit card); however these costs were budgeted for throughout the year. $21,500
was budgeted to administer the Knowledge and Competency Assessment Tool (KCAT) and Performance Based Assessment (PBA) for applicants; $14,299
was spent by the third quarter on PBA Assessors, consultants and Yardstick, a software company which provides psychometric services. The Committee
is underspent by 43%. More meetings and translation costs will occur in the last quarter.
(7) The Quality Assurance Program expenses are 25% less than the Q3 budget due to the timing of Committee expenses; the Committee is underspent by
54% since more meetings, i.e., 1 face-to-face meeting and a number of teleconferences, are expected to occur later in the fiscal year. Program expenses are
16% less than budget because many expenses related to the Peer and Practice Assessment and Less than 500 Hours programs will occur in the last quarter.
(8) The Practice Advisory Program expenses are 43% less than the Q3 budget due to the fact that printed versions of the member newsletter Resume are no
longer being produced and all copies are now electronic. Therefore the budget for Resume of $30,300 will not be used. The costs of running the annual CDO
workshops were budgeted to be $15,690; actual costs were $12,072. The costs of producing 2 videos for members were budgeted to be $15,820; actual costs
to the end of the third quarter were $13,560.
(9) The Patient Relations Program expenses are in line with the Q3 budget. The total annual budget for the public education campaign in Fiscal 2018 is
$86,000; $67,936 was spent on various types of media by the end of the third quarter. The Committee held 1 teleconference in June; 3 teleconferences
and 1 face-to-face meeting are budgeted for the entire year.
(10) Overall, Standards & Compliance Program expenses are 6% higher than the Q3 budget due to timing and cost; the full cost of a Fitness-to-Practice
hearing occurred in December 2017, but hearings costs are budgeted evenly throughout the year. $34,353 was spent on Case Management and Investigations
(both of which are conducted by external parties). The costs depend on the nature of the cases being investigated and the complexity of the case management,
and are difficult to budget for. More spending on investigations and case management of files are expected to occur in the last quarter of the year.
$15,000 was budgeted in the Hearings Reserve for a hearing; $27,716 has been spent on Legal Fees and an Expert's Report for the Fitness-to-Practice
Hearing.
(11) Amortization expense represents the cost of the decline in value of capital asset purchases over time. This expense is 20% higher than budget due to
the fact that Clarke Henning, CDO's new auditors, advised that CDO write off the entire cost of older leasehold improvements. This was done but the
adjustment was not known at the time of budgeting. It was not an accounting practice required by Kopstick Osher, CDO's previous auditors.
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Jada Pierre
To:
Subject:

Melisse Willems
RE: Regulation Pro - Only Obtain Information at the Hearing

-------- Original message -------From: Maria Serafini <mserafini@sml-law.com>
Date: 2018-01-25 10:26 AM (GMT-05:00)
To: SML Info <info@sml-law.com>
Subject: Regulation Pro - Only Obtain Information at the Hearing
Good morning,
A new blog entry has been posted:

Only Obtain Information at the Hearing
By Erica Richler
Hearing panel members are often tempted to find out more about the case before them. It may be because of
general curiosity. It may be because of a sense that there are things they are not being told. It may be because
it is difficult for panel members to be passive during the hearing. However, under our adversarial legal system
it is important that hearing panels obtain all of the information in the hearing room and in the presence of all
parties.
In Kadioglu v Real Estate Council of British Columbia, 2017 BCSC 2252 (http://canlii.ca/t/hp6c1), the chair of a
disciplinary hearing panel sent an email to the hearing staff support person requesting details about the
investigation that had taken place in the case before them. A copy of the email was also sent to the regulator’s
legal counsel. Independent legal advice was obtained that the chair should recuse himself from the panel, which
he did. The remaining panel members completed the hearing and a finding was made against the practitioner.
The practitioner appealed and argued that he was denied procedural fairness (among other things). The
practitioner relied on the chair’s email and subsequent recusal to argue that the chair must have had
“misgivings” about whether due process had been followed prior to the hearing. The practitioner argued that
the chair “resigned from the panel since he obviously felt that [the practitioner] was not being treated with
procedural fairness and the Committee was turned into a kangaroo panel.”
The appeal court held that the practitioner’s assertions were “clearly wrong” and his appeal was dismissed.
Nevertheless, the case serves as a caution to hearing panel members about the need to confine their
information gathering to the hearing room itself.
http://www.sml‐law.com/blog‐regulation‐pro/
*If you wish to be removed/unsubscribed from this mailing list, please email info@sml‐law.com.
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Maria Serafini
Law Clerk

Tel: 416.599.2200 ext. 2002 | Fax: 416.593.7867 |Email: mserafini@sml‐law.com

Steinecke Maciura LeBlanc
401 Bay Street, Suite 2308, P.O. Box 23
Toronto, ON M5H 2Y4
www.sml‐law.com
This message, including any attachments, is privileged and may contain confidential information intended only for the person(s) named above. If you are not the inten
ded recipient or have received this message in error, please notify me immediately by reply email and permanently delete the original transmission from me,
including any attachments, without making a copy. Thank you.
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Council Attachment 17.8

FW: Funding to maintain EatRight Ontario services will not continue

From: Dietitians of Canada [mailto:dc_update@dietitians.ca]
Sent: January‐30‐18 9:33 AM
To: Deborah Cohen <deborah.cohen@collegeofdietitians.org>
Subject: Funding to maintain EatRight Ontario services will not continue

Jan 29, 2018

Dear Deborah,
The Ontario Ministry of Health and Long Term Care has communicated to Dietitians of
Canada (DC) that it is consolidating the telephone counselling/support services
funded by the Ministry and aligning with Ministry priorities. In the 2018/19 fiscal
year the MOHLTC will no longer be providing funds to DC to operate the ERO
service. Therefore, ERO (telephone line, email-a-Dietitian, website) will be closing
operations at the end of March 2018.
We are so grateful for the contributions of dietitians in Ontario over the past 10
years. Your ongoing support and promotions for ERO have truly contributed to our
growth and quality service offerings. Which makes it all the more disappointing to
share the news of this decision with you.
ERO will continue to provide service as usual until the end of March 2018.
Access to dietitians remains a priority for Dietitians of Canada and dietitian
contact centre services are a proven method to address the many barriers
that the public faces.
We are hopeful that the MOHLTC will continue to support healthy eating as a
component of the new consolidated telephone service to Ontarians, but as
yet the details of the new service have not been made available.
DC has shared our concerns with the MOHLTC about the impact of this decision on
your work and the services you provide. As part of our ongoing advocacy work to
improve access to dietitians and support the need for tele-dietetics services we are
continuing to have discussions.
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DC values its partnerships and working relationships, and will continue to work
collaboratively with diverse practitioners and service agencies. Our communications
to other stakeholders and the public will be rolled out over the next month.
EatRight Ontario will be hosting a farewell event in early March for stakeholders, and
will be developing a legacy report to capture accomplishments and evolution over the
last 10 years. Stay tuned for further details on these DC activities.
Helen Haresign, MSc, RD, FDC
Program Director, EatRight Ontario

To unsubscribe, click here.
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From:
To:
Subject:
Date:
Attachments:

Melisse Willems
CDOStaff
FW: In case you hadn"t heard already - Hoskins steps down as health minister to head national pharmacare
strategy
Monday, February 26, 2018 6:00:26 PM
image001.png

FYI

Hoskins steps down as health minister
to head national pharmacare strategy
Also leaving role as MPP for St. Paul's, a position he has held for
eight years
Eric Hoskins, Ontario's health minister and the MPP for St. Paul's
has quit and will not seek re-election. He was first elected in
2009. (DARRYL DYCK / THE CANADIAN PRESS)
By KRISTIN RUSHOWYQueen's Park Bureau
ROBERT BENZIEQueen's Park Bureau Chief
Mon., Feb. 26, 2018
Health Minister Eric Hoskins has resigned to take become the federal
government’s czar overseeing a new national pharmacare program.
Hoskins, a doctor who was the key architect of Ontario’s OHIP+ for
free prescriptions for youth under 25, announced he was stepping
down as minister and St. Paul’s MPP on Monday afternoon, efective
immediately.
Premier Kathleen Wynne appointed Helena Jaczek as his
replacement at Health, and Michael Coteau will take on the her
portfolio of Community and Social Services along with his duties and
Children and Youth Services Minister and Minister responsible for
Anti-Racism.
“I am so grateful for the work Eric has done to continue improving

Ontario's world-class healthcare system to better support patients
and their families,” Wynne said in a statement.
“Eric has always been one of the most vocal advocates for our
universal healthcare system and has played an active role in lowering
surgical wait times across Ontario, increasing access to primary care
providers, including family doctors, expanding the availability of
services for people with mental illnesses and building new hospitals
in communities across the province,” the premier said.
“He has also been instrumental in making sure Ontario is leading the
efort to expand our system with historic initiatives like OHIP+,
which has made prescription drugs free for everyone under the age of
25. There is much more work to do and I know Eric will look forward
to telling you about how he will be involved.”
Hoskins, a Rhodes scholar and former provincial leadership Liberal
candidate, said in a statement that “It has been a profound privilege
to represent the residents of St. Paul's, a diverse and vibrant
community in the heart of Toronto. I have tried my best to serve
them well these past eight years.”
He said “in leaving Queen's Park, I am determined to continue
building better healthcare for all Canadians.”
His federal appointment is to be announced in Tuesday’s federal
budget.

https://www.thestar.com/news/queenspark/2018/02/26/hoskins-steps-down-as-health-minister-tohead-national-pharmacare-strategy.html
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Beth Ann Kenny, Executive Coordinator
Federation of Health Regulatory Colleges of Ontario (FHRCO)

301-396 Osborne St, PO Box 244, Beaverton ON L0K 1A0
Email: bakenny@regulatedhealthprofessions.on.ca
Web: www.regulatedhealthprofessions.on.ca
Phone: 416-493-4076 / Fax: 1-866-814-6456
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